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Scene from “Oliver Twist’ 


Fychoncwnttc Mon of Goria 


Charles Dickens, the renowned British novelist, was subject to 

cyclic moods of pronounced depression characterized by intense 

nervous irritability and by the shedding of tears all day long. He 

CHARLES DICKENS was exceedingly sensitive to his own experiences as well as to the 
1812-1870 suffering of others. 











In the great majority of psychoneurotics, there is no serious mental illness, but 
merely an emotional imbalance which often can be greatly improved by proper 
psychotherapeutic and sedative management. In the treatment of psychoneurosis, 
particularly agitated, depressed and anxiety states, Mebaral is preferred by many 
because it combines a high degree of sedative effectiveness — producing emotional 
stability — with a relative freedom from side effects such as languor and drowsiness. 
Patients usually become calmer, more cheerful’and better adjusted to their surround- 
ings without clouding of mental faculties. 


Average sedative dose: 

Adults, 32 mg. to 0.1 Gm. (2 to 1% grains) 
three or four times daily; 

children, 16 to 32 mg. (‘4 to % grain) 
three or four times daily. 


Supplied in tablets of 32 mg., 
0.1 Gm. and 0.2 Gm. 


EFFECTIVE ANTIEPILEPTIC 


: : 
Drillbit Slliaeeet c.nou vw 0. 0.1. + 


Mebaral, trademark reg. U. S. & Canada, brand of mephobarbital 
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ACCIDENT HOSPITAL SICKNESS 


INSURANCE 
For Physicians, Surgeons, Dentists Exclusively 







PHYSICIANS 
SURGEONS 
DENTISTS 


ALL 







COME FROM 











$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, ident and sickn $100 weekly indemnity, accident and sickness 





COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


Single Double Trip! y+ + 
EE ee ee 5.00 per day 10.00 per day 15.00 = Pliny 20 per day 
30 days of Nurse at Home ..................5.00 per day 10.00 per day 15.00 day 20.00 per day 
Laboratory Fees in Hospital .................- 5.00 10.00 13-00 20.00 
Operati ED oso wan ceecewawales 10.00 20. 30.00 40.00 
I EE Err er 10.00 20.00 30.00 40.00 
X-Ray in ~~ i  ey e e 10.00 20.00 30.00 40.00 

ON RFT 10.00 20.00 30.00 40.00 

Ambulance to or from Hospital ............... 10.00 20.00 30.00 40.00 

COSTS (Quarterly) 
ee ae haan ek eae ae oko Peek die edie 2.50 5.00 7.50 10.00 
EEE PPE rere ree 1.50 3.00 4.50 6.00 
ara ons cae one dice aan sit Se 2.50 5.00 7.50 10.00 

$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
51 years under the same management 
400 First National Bank Building Omaha 2, Nebraska 


$200,000.00 deposited with State of Nebraska for protection of our members 











SOUTHWESTERN SURGICAL 
SUPPLY CO. 











YOUR COMPLETE SOURCE IN THE SOUTHWEST 
FOR ALL ETHICAL MEDICAL EQUIPMENT AND 
SUPPLIES. 


PHOENIX TUCSON EL PASO 
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1. Parotid gland 13. Posterior supraclavicular nerve 23. Superior cervical ganglion 
2. Superficial temporal artery & anterior jugular vein 24. Superior laryngeal vein 
. F = - I P ae -) 
& vein 14. Superficial cervical artery & vein & omohyoid muscle 
3. Temporal branch of facial nerve 15. Middle supraclavicular nerve 25. Superior thyroid artery & vein 
1. External carotid artery & & subclavian artery 26. Ansa hypoglossi 
posterior facial vein 16. Transverse scapular artery & vein 27. Common carotid artery 
5. Superficial cervical lymph nodes 17. Inferior position of & sternothyroid muscle 
6. External jugular vein sternocleidomastoid muscle 28. Middle cervical ganglion 
7. Accessory nerve & internal 18. External maxillary artery & phrenic nerve 
carotid artery _ - —— — = 29. Vagus nerve 
. Submaxillary lymph nodes a . , 
8. Platysma muscle : a oe 30. Thyroid gland & middle 
ea . & digastric muscle ae ‘ 
9. Fourth cervical nerve ie ie , , thyroid vein 
10. S : snips P 20. Submaxillary gland & mylohyoid 31. 1 : li 7 
: ‘ ; , ol. ernal jugular veir 
‘ a - oie ; Internal jug . 
sternocieidomastoid muscle 21. Submental lymph nodes & 32. Sternohyoid ae e 
11. Deep cervical lymph nodes hypoglossal nerve 33. Jugular lymphatic trunk 
12. Fifth cervical nerve 22. Superior laryngeal artery & nerve 34. Inferior thyroid veins 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 








HYDROCHLORIDE CRYSTALLINE 


Aureomycin 


is valuable in 
Infections of the Neck. 
and is especially” 
useful where surgery 
is indicated 


C Literature available on reguest- 


LEDERLE LABORATORIES DIVISION 


AMERICAN 


COMPANY 
30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 
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.. particularly 
beneficial 


in the treatment 


of 
hay fever.” 


Because CHLOR-TRIMETON® maleate, 
chlorprophenpyridamine maleate, has the 
greatest potency milligram for milligram 

of any available antihistamine, and 

because “Chlor-Trimeton has a relatively low 
incidence of side reactions,” it is a drug 


eS of choice for hay fever patients. 


© 


CHLOR-TRIMETON 


maleate 


1. Silbert, N. E.: New England 


J. Med. 242 re 1950. 
2. posoery -t Se inoune 
— ,-- _Srirenadacst 


1 _ Saarnacboc NEW JERSEY 































Especially effective against gram-positive 
organisms resistant to other antibiotics. 


Low toxicity; reported side effects 
anfrequent. 


Special “‘high-blood-level’’ coating. 
ERYTHROCIN, 0.1-Gm. (100-mg.) Tablets, bottle of 25. 


YTHROCI 


TRADE MARK 





(Erythromycin, Abbott) 


Pharyngitis, tonsillitis, scarlet fever, erysipelas, pneumococcic 
pneumonia, osteomyelitis, pyoderma. Also other infections 
caused by organisms susceptible to its action, including 
staphylococci, streptococci and pneumococci. 


Total daily dose of 0.8 to 2 Gm., depending on severity 

of the infection. A total daily dose of 0.6 Gm. is often 
adequate in the treatment of pneumococcic pneumonia. 
For the average adult the initial dose is 0.2 Gm. 

to be followed by doses of 0.1 or 0.2 Gm. followed 

by doses in the same range every four to six hours. 

For severely ill patients doses up to 0.5 Gm. may be repeated 
at six-hour intervals if necessary. Satisfactory clinical 
response should appear in 24 to 48 hours if the causative 
organism is susceptible to ErYTHROCIN. Continue 0 
for 48 hours after temperature returns to normal. Cd bf soot 


1. McGuire et al. (1952), J. Antibiotics & Chemo., 2:281, June. 
2. Heilman et al. (1952), Proc. Staff Meet. Mayo Clin., 27:385, July 16. 
3. Haight and Finland (1952), New Eng. J. Med., 247:227, Aug. 14. 















A First Federal Savings 
book is a safe, sure way 
to invest in the future. 


You are invited to open 
your INSURED account 


soon! 
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FIRST FEDERAL 
SAVINGS... an chun. 


JOSEPH G. RICE, PRESIDENT 


30 West Adams . Phoenix 
Orange at 4th ® Yuma 
2933 N. Central * Phoenix 


(Free parking at N. Central) 
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© HOSPITAL 
BEDS 

FRACTURE 
BEDS 





© WHEEL 


CHAIRS 
HOSPITAL 
& PORTABLE 


e INVALID 


WALKERS 
ADULT & CHILD SIZE 


OXYGEN THERAPY SERVICE 
Phone ALpine 8-7511 
Phoenix, Arizona 

















on Water 


A constantly reliable bottled water . . . 

. Fresh . . . Naturally Soft 

Untreated . . . Sterilized Equipment 
Delivered. Also Distilled Water. 


Pure. . 


PHONE 2-4645 


w 


RAINBOW WATER CO. 


332 East Seventh Tucson 














WHEN AN ORTHOPEDIC 
MATTRESS IS INDICATED 


Restful, healthful body adjustment is 
supplied by the Spring Air Back Supporter 
Mattress, with its high density construction 
of lightly compressed coils of extra large 
diameter. Made of conventional, time-prove1. 
materials, to a new design which 

provides positive back support without 
interfering with circulation. See it 

at your favorite furniture store .. . 
recommend it with confidence. 








Manufactured in Phoenix by 


1710 EAST WASHINGTON ST. 
PHOENIX, ARIZONA 





SOUTHWEST MATTRESS CO. 
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TRACT INFECTIONS 


rapid response 


“Patients with pyelitis were well 

and doing their usual duties 

within 24 hours...”! “.. . resistant 
cases showed remarkable response.”* 


high urine levels 


“Terramycin was selected . . . in view of 
high urinary excretion rate following 
small oral doses of the antibiotic.”! 


3 J | unexcelled toleration 


“Terramycin is generally well tolerated, 
the percentage of relapses being low 
and the percentage of bacteriological as 
well as clinical cures high.”* 


1. Canad. M, A. J. 66:15) (Feb.) 1952 
2. J. Urol. 67:762 (May) 1952. 
3. Ibid. 69.315 (Feb.) 1953. 
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Brand of Oxytetracycline 
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Doctor ... we are so enthusiastic about the performance 
of the Burdick EK-2 Direct-Recording Electrocardio- 


graph that we would like to have you try one. 


Just mail the coupon below, or phone us, and we will 
arrange to place an EK-2 Electrocardiograph in your 
office for 15 day free trial. No obligation whatever. 


STANDARD SURGICAL SUPPLY 


710 NORTH FIRST STREET PHOENIX* ARIZONA 


BRANCH: 809 E. BROADWAY — TUCSON, ARIZONA 


Please arrange for a 15 day free trial of your Electrocardio- 
graph at our mutual convenience. I understand this involves 


no obligation whatsoever. 
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Oxygen 


INTERMITTENT POSITIVE 
PRESSURE BREATHING 


With the NEW M.S.A. PULMONARY VENTILATOR. Used success- 
fully in the treatment of bronchial asthma, silicosis, bronchiectasis, chronic 
bronchitis, emphysema and pneumonitis. The extreme ease of operation 
and comfortable breathing action of the Ventilator are two major advan- 
tages, and the fact that this instrument most nearly approaches the ideal 
physiological mask pressure curve is immediately discernible. The patient 
quickly learns the best breathing pattern for him. The simplicity of de- 
sign facilitates cleaning and maintenance. It may be quickly cleaned with- 
out dismantling the entire apparatus. 


DYE MEDICAL AND OXYGEN SUPPLY CO. 


3332 WEST McDOWELL ROAD P. O. BOX 6276 PHOENIX, ARIZONA 


SALES “Every. Need For the Sickroom” RENTALS 


WALKERS PHONE CRUTCHES 


WHEEL CHAIRS HOSPITAL BEDS 
SICKROOM SUPPLIES AP. 8-3531 OXYGEN THERAPY Medical 


Gasses 











We offer the benefit of our years of 


CLEVENGER REALTY You will also find our ground floor location 
in the heart of Phoenix a great convenience 


We Solicit Your Business 


We base this solicitation on our long years 
of experience in handling the investment ac- 
counts of several thousand men and women 
in Phoenix and the State of Arizona. 

Our personnel is well qualified to render 
you intelligent service. 

Our facilities are complete and enable us 
to offer you excellent service in all depart- 
experience in ments of investing — government and tax free 
municipal bonds; corporation stocks and 
bonds; local securities; listed or “over-the- 
counter” issues; new underwritings; invest- 
ment trusts. 





real estate transactions 


with free parking at Phoenix Title & Trust 
Jack Clevenger, Realtor parking lot, Second Avenue at Monroe. 
We believe you will like doing business 


W. Thomas at Central Avenue : 
with us. 


Phone AM 6-2494 
Phoenix Arizona Phone AL 8-6646 
REFSNES, ELY, BECK & CO. 
Members New York Stock Exchange 
112 West Adams Street — Phoenix, Arizona 


“Stands Ready To Serve” 
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Available as: 

Sterile vials containing 200,000 
units Crystalline Penicillin O 
Potassium 

Bottles of 12 buffered tablets, each 
containing 100,000 units Crystal- 
line Penicillin O Potassium 


The Upjohn Company, Kal Michigan 
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less-antigenic 
penicillin: 





er-O-Cillin 


Trademark Reg. U.S. Pat. Off. POTASSIUM 
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diabetes detection centers 


“The ideal detection center is 


the office of the family physician.” 


Increasing experience in diabetes case-finding indicates that 
intermittent surveys and mass screening drives, although useful, have 
certain limitations. Getting and others,? in evaluating a community 
detection campaign (well publicized in the area), report that only 59% 
of persons accepting the free testing materials actually performed 

the test. Only 24% of those with positive results sought medical advice. 


To find the estimated one million unknown diabetics? and place 
them under needed medical care, the indispensable factor for success 
is the activity of the individual physician. 


1. Blotner, H., and Marble, A.: New England J. Med. 245:567 (Oct. 11) 1951. 
2. Getting, V. A., and others: Diabetes ]:194, 1952. 
3. Wilkerson, H. L. C., and Krall, L. P.: J.A.M.A. 135:209 (Sept. 27) 1947. 





DIABETES DETECTION IN DAILY PRACTICE — 
a nationwide poll 


To assist in the compilation of nationwide data on diabetes, 
gained through the experiences of private practitioners, Ames 
Company recently mailed a questionnaire to the medical pro- 
fession. Your reply will become a vital part of a statistical 
study to be published on the results of this questionnaire. 











AMES 


COMPANY, INC. 


Elkhart, Indiana Ames Company of Canada, Ltd., Toronto 
makers of CLINITEST® Reagent Tablets 
for detection of urine-sugar 
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speaking of allergy, let’s get down to cases 


The documented record—more than 900 
reports — shows literally thousands of 
allergic patients relieved of symptoms by 
Pyribenzamine. Relief has been prompt 
and prolonged, with extremely low in- 
cidence of sedation or other side reactions. 

On the basis of published evidence, no 
other antihistamine combines greater 
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For A.M.A. Conventioners 
GUIDE TO NEW YORK CITY 


As a special service to Doctors who will attend 
the forthcoming A.M.A. Convention, Ciba has 
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clinica] benefit with greater freedom from 
side effects. Supplied: Pyribenzamine 
hydrochloride (tripelennamine hydro- 
chloride Ciba) 50 mg. (scored) tablets, 
bottles of 100 and 1000. 


Pyribenzamine’ 





prepared a comprehensive Guide to New York 
City which describes points of interest, restau- 
rants, entertainment, etc. 

For your complimentary copy, write to Dept. 510, 
Ciba Pharmaceutical Products, Inc., Summit, N.J. 
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E.R. SQUIBB & SONS 145 FIFTH AVENUE, NEW YORK 22, NEV YORK 


Dear Doctor: 





i 


Tolserol Tabs. 0.5 gram 
Disp. #100 


Mh Sig;/One)tablet 3 to 5 
es a day. Take after 


“ntle meals or with 1/3 glass 
of milk. 


This prescription is typical of many written for Tolserol 
Tablets*, as seen in a recent prescription survey. 















Although some patients will respond to such low dosage, 
much better results can be obtained by following the 
recommended dosage: 1 to 3 grams, 3 to 5 times per day. 





In accordance with this recommendation, the first dosage 
schedule for a patient could be: 
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Tolserol Tabs. 0.5 gram 
Disp. #100 


bitte —|—sie tuo haviets 3 to 5 


times a day. Take after 
meals or with 1/3 glass 
of milk. 











Complete information on the use of Tolserol in muscle spasm 
of rheumatic disorders, neurologic disorders, and acute 
alcoholism is available from your Squibb Professional 
Service Representative. 


Sincerely yours, 


KK. Qh. 


*TOLSEROL’ IS A REGISTERED TRADEMARK L. H. Ashe a7 Manager 
* Squibb 'Mephenesin' Professional Service Dept. 
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... “truly extraordinary” results 


mm intractable bronchial asthma | 


Cortone | 


ACETATE 
(CORTISONE ACETATE, Merckx) 
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In a review article on 
' hormonal therapy,' complete 
relief of symptoms was 
reported in 62 per cent of 
116 asthma patients. Another 


24 per cent were made 








“quite comfortable.” ; . 

’ : cs alae. sm Before treatment. Observe typical facies and 
H Duration of relief varied tense sternocleidomastoid. 

widely, with remissions 
occasionally lasting as long as 
several months. The author 


calls these results 
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, “truly extraordinary.” x 
1Evans,R.R., and Rackemann, F.M.: A.M.A. , 
f Arch. Int. Med. 90 :96—127, July 1952. 
All CoRTONE After therapy with Corrone. Note relaxa- 
Tablets carry tion of accessory muscles of respiration. 
this trade-mark : 
i > 
is Cortons ts the registered MERCK «& CO., Inc. 
: trade-mark of Merck & Co, Inc. Manyfacturing Chemists 
for its brand of cortisone. RAHWAY, NEW JERSEY 
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THE USE OF CORTISONE IN A PATIENT WITH ACTIVE 
PULMONARY TUBERCULOSIS 
Jason E. Farber, M.D.(1,2) and Joseph Ross, M.D.(1,2) 
Oakland, California 


There is a definite need for more information 
about the use of cortisone in the treatment of 
tuberculosis. Reports to date are inadequate 
as to the value, the proper administration, and 
the dangers in using the hormone. In the labora- 
tory animal with tuberculosis, the effects of cor- 
tisone seem to be uniformly detrimental (1,2,3). 
In human beings with acute tuberculosis, Le- 
Maistre et al.(4) obtained rapid clinical improve- 
ment with cortisone. This was associated with 
roentgenographic clearing of pulmonary lesions. 
On termination of treatment there was a swift 
return of signs and symptoms of acute illness. 
Thorn(4) found definite benefit from the drug 
in patients with Addison’s disease presumably 
due to tuberculosis; his patients received strepto- 
mycin concurrently. This was also the experi- 
ence of Browne(4). Kinsell(5) cites the value 
of ACTH and cortisone when combined with 
intensive chemotherapy in the treatment of tu- 
berculous meningitis. It is his opinion that this 
combined type of therapy will eventually have 
a place in the treatment of tuberculosis. 

Contrariwise, there is a growing number of 
reports indicating the dangers in the use of cor- 
tisone in human tuberculosis. One report(6) of 
20 collected cases revealed unfavorable end re- 
sults after initial symptomatic improvement. The 
reports of Hollander(4), Fred(7), Popp(8) and 
Kleinschmidt(9) and King(10) also demonstrate 
the hazards in the use of cortisone in tubercu- 
losis. 

1. Visiting Physicians, Chest Service, Highland Alameda 


County Hospital, Oakland, California. 
2. Office Address, 1916 Franklin Street, Oakland 12, Cali- 


fornia. 
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Case Report 

A seventy-four year old woman became acute- 
ly ill with dyspnoea, a hacking cough, fever 
and prostration. 

She was known to have long standing, active, 
fibroulcerative, pulmonary tuberculosis. Her 
sputum was persistently positive. She had re- 
ceived prolonged bed rest, pneumoperitoneum 
(streptomycin and PAS) 
Apart from this, she 


and chemotherapy 
without apparent benefit. 
had been under treatment for congestive heart 
failure and a recurrent cardiac arrhythmia. She 
was being maintained on a program which in- 
cluded a salt poor diet, pronestyl, mercuhydrin, 
vitamin supplements and sedation. 

Physical examination revealed an acutely ill, 
poorly nourished, elderly woman. She was dys- 
pnoeic. She coughed repeatedly, raising large 
amounts of sticky, grayish, purulent sputum. Her 
face appeared flushed and cyanotic. Her tongue 
was swollen, red, dry and coated. Her trachea 
was in the midline. Her chest was resonant; 
harsh breath sounds and coarse rales were heard 
throughout both sides. The heart tones were of 
poor quality, but regular and rapid. The liver 
was barely palpable and there was moderate 
sacral and tibial edema. 

The temperature was 102.4°F., and the res- 
pirations, twenty-eight per minute. The blood 
pressure was 150 mm. Hg. systolic and 100 mm. 
Hg. diastolic. 

The patient was given combined penicillin 
and streptomycin and crude liver extract intra- 


muscularly. Some hours later she complained 
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that “her heart was running away” and she sud- 
denly became orthopnoeic. Her heart rate was 
more than 150 per minute. This bout of par- 
oxysmal supraventricular tachycardia was ter- 
minated after several hours by pronestyl and 
demerol given parenterally. Repeated emesis 
followed this. In the next 24 hours her condi- 
tion continued to deteriorate. She showed an- 
xiety and restlessness. Her lips became swollen, 
dry and fissured. She seemed to have difficulty 
raising her sputum. Her cyanosis deepened. She 
became disoriented and incoherent. She ap- 
peared to be in extremis. 

Because of this critical situation the patient 
was given 100 mg. of cortisone intramuscularly. 
This was repeated in one hour and then every 
four hours. The remarkable. 
There was rapid alleviation of the acute symp- 
toms. Her breathing eased, the cyanosis dis- 
appeared, her mental clarity returned. The tem- 
perature dropped, and her pulse rate slowed. 
She accepted food. Cortisone was continued for 
ten days, the total dose being 2400 mg. Oral 
therapy meanwhile replaced the injectable pro- 
paration. Streptomycin and penicillin were 
given in conjunction with the cortisone. 


response was 


Convalescence was uneventful, and complete 
recovery from the acute respiratory illness fol- 
Since then, the patients general condi- 
There was 


lowed. 
tion has remained reasonably good. 
no anatomical change in the pulmonary tubercu- 
losis as shown by roentgenograms of the chest 
taken just before the acute illness and one, six, 
eleven and fourteen months after cortisone was 
given. Her sputum remains positive. 
Comment 

An elderly patient under treatment for active 
pulmonary tuberculosis and congestive heart fail- 
ure developed an acute suppurative bronchitis 
and bronchiolitis. This was characterized by 
prostration, dyspnoea, cyanosis, tachycardia, 
cough, and considerable sticky purulent sputum. 
She was febrile and toxic. She developed a 
glossitis and cheilitis, then toxic cerebral symp- 
toms (disorientation, delerium). In spite of 
vigorous antibiotic and supportive therapy her 
condition rapidly became worse. Because a fatal 
outcome seemed imminent, the patient was 
started on a program of cortisone therapy. This 
was given with some trepidation since the few 
advance reports concerning the use of cortisone 
in tuberculosis in March of 1951 were discour- 
aging. However, antibiotic therapy was given 
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concurrently. This included a gram of dihydro- 
streptomycin daily. As noted above, the results 
of cortisone therapy were miraculous. Within 
hours, all signs and symptoms of her disease 
diminished. Recovery from the acute illness fol- 
lowed with certainty. Of further importance is 
the roentgenological evidence that there was: no 
anatomical change in the pulmonary tuberculosis. 
Chest films taken one, six, eleven and fourteen 
months after the administration of cortisone 
show no change in the fibro-cavitary lesion in 
the left upper lobe or in the fibrotic lesions in 
the right upper lobe. Sputum, however, remains 
positive. 

Factors which might have been operative in 
reducing the danger in the use of cortisone in 
this case were 1) combination of streptomycin 
with the cortisone 2) the type of tuberculosis, 
viz., chronic fibroulcerative rather than acute 
exudative disease as is produced in experimental 
animals. 

SUMMARY 

A seventy-four year old woman with a chronic, 
active, fibroulcerative pulmonary tuberculosis 
and a failing heart developed an acute suppura- 
tive bronchitis and bronchiolitis. In spite of 
antibiotic and supportive therapy, she rapidly 
progressed downhill and became semimoribund. 
Cortisone was administered and was followed by 
dramatic recovery from the acute illness. There 
was no roentgenographic change in the tubercu- 
losis immediately or within fourteen months after 
the use of the cortisone. 

ADDENDUM 

Since the completion of this paper the Com- 
mittee on Therapy of the American Trudeau 
Society submitted its preliminary report on the 
Effect of Cortisone and/or Corticotropin on 
Tuberculous Infection in Man. (Am.Rev.Tuberc., 
1952, 66, 254.) From an analysis of 81 treated 
cases they conclude that these hormones are 
potentially hazardous in active tuberculosis and 
at this time should not be used in the treatment 
of the disease. They urge extreme caution in its 
use in inactive tuberculosis. If the hormones are 
used for nontuberculous conditions in the patient 
with active tuberculosis, combined therapy with 
streptomycin and PAS is recommended. 
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THE PROPER TREATMENT OF VARICOCELE 


Robert A. Price, M.D. 
Phoenix, Arizona 


A varicocele is an elongated, tortuous dilata- 
tion of the veins of the pampiniform plexus, fre- 
quently desribed as varicose veins of the 
scrotum. It is a common defect of the male 
anatomy, but one that is often improperly hand- 
led by many physicians. This situation probably 
exists because our textbooks still lag years behind 
the advancements in therapy. 

The exact incidence of varicocele is uncertain, 
but is larger than most of us realize. Doctors 
doing routine physical examinations on military 
or industrial personnel for the first time are often 
surprised at the number of men showing this 
defect. In one group(1) of 1500 army age men 
16.5% were found to have varicoceles. Of this 
number 37 men had distressing or disabling 
symptoms, 2.5% of the total examined. 

A varicocele is caused by inadequate drainage 
of the left internal spermatic vein into the renal 
vein. At times this is caused by obstruction of 
the area by a renal tumor, a massive hydro- 
nephrosis or a peri-renal mass. In most instances, 
however, it is believed that this condition is 
caused by the emptying of the internal spermatic 
vein into the renal vein at right angles. This is 
not usually the case on the right side where the 
vein empties obliquely into the inferior vena 
cava. Therefore, varicocele is almost always 
found on the left side. Compression of the 
internal spermatic vein between the aorta and 
the origin of the superior mesenteric artery is 
believed by some investigators to be a contribu- 
tory cause(2). Post-mortem studies have demon- 
strated the absence or incompetency of the 
valves of the internal spermatic vein in most 
cases of varicocele. 

When symptoms occur in those who have a 
varicocele, they consist of a feeling of heaviness 
in the testicle or a dull drawing sensation in the 
groin and scrotum. At times the size of the vari- 
cocele is such that the weight of the mass of 


Read before the Arizona State Medical Association Annual 
Meeting, May 2, 1953. 


veins is actually disabling and some relief is 
imperative. At this point it is well to realize that 
the symptoms of the patient do not always go 
hand in hand with the size of the varicocele. A 
large varicocele may be quite symptomless, while 
small ones may disturb a maladjusted nervous 
person to a very marked degree. In some cases 
varicocele is associated with inguinal hernia and 
sharp, shooting inguinal pains or symptoms of 
strangulation may occur. In one series(4) of 145 
patients with symptomatic varicocele, 25% were 
found to have an associated hernia. Conversely, 
of 102 patients operated for left inguinal hernia, 
14% had a varicocele. 
TREATMENT 

The vast majority of varicocele cases require 
no treatment because they have no symptoms. 
If the condition is of recent development and 
yet is symptomless, the patient should have a 
complete genito-urinary investigation to rule out 
the presence of kidney pathology. 9% of left- 
sided kidney tumors had a recent varicocele ac- 
cording to one investigator. 

In the group of patients where the varicocele 
is causing some minor discomfort, treatment by 
reassurance and possibly the wearing of a scrotal 
suspensory is indicated. These measures control 
most cases and further therapy is unnecessary. 

In those individuals where the discomfort is 
so great that suspension of the scrotal sac is not 
adequate, surgery must be considered. 

VARICOCELECTOMY 

The classic varicocelectomy described in most 
textbooks of surgery and urology consists of a 
high scrotal incision, exposure of the cord and 
excision of about 5 cm. of the dilated veins, care 
being taken to avoid damage to the artery of the 
vas deferens. The ligated ends of the cord are 
then securely approximated in order to elevate 
the dependent left testacle. Those of you who 
have attempted this procedure know that is is a 
difficult undertaking and realize that damage to 
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the vas artery is a mishap that is not easily 
avoided. 

The results of this type of varicocelectomy are 
riddled with complications. Atrophy of the testi- 
cle, hydrocele formation, post-operative hemor- 
rhage, thrombosis of the remaining veins in the 
pampiniform plexus, failure to cure the varico- 
cele, and the high frequency of wound infection 
because of the location of the incision, are all 
encountered. The exact incidence of these com- 
plications is not reported by most writers on the 
subject, but a common figure cited for atrophy 
of the testicle is 10%. Therefore, many surgeons 
have been reluctant to advise operation even in 
disabling cases of varicocele. 

ANATOMY 

If we understand the basic circulation of this 
region, a more anatomical procedure suggests 
itself. The pampiniform plexus of testicular and 
cord veins is drained by deep and superficial 
venous systems. The deep system is made up of 
the internal spermatic vein, the vein of the 
ductus deferens and the external spermatic veins. 
The first two mentioned anastamose with each 
other within the epididymis and testicle. The 
internal and external spermatic veins anastamose 
within the cord. The superficial system is com- 
posed of the superficial and deep epigastric 
veins, the superficial internal circumflex vein, 
the scrotal tributaries of the superficial and deep 
external pudendals, and the internal pudendal 
vein. All of these anastamose with each other and 
the external spermatic vein near the external 
inguinal ring within the cord. ( 2,3,4. ) 

This venous drainage system of the testicle 
was first described in 1918 by Ivanissevich.(5) 
At that time he recommended high intra-ab- 
dominal ligation of the internal spermatic vein 
as treatment of painful varicoceles. Others modi- 
fied his suggestions and simplified the procedure, 
although this evolution has been slow and not 
well publicized. Only in recent years has this 
operation received attention in the United States. 

LIGATION OF THE INTERNAL 
SPERMATIC VEIN 

An incision is made as for a herniorrhaphy 
except that the length rarely needs to be more 
than 6 cm. If an unsuspected hernia is encoun- 
tered, extension of the incision will be necessary. 
The aponeurosis of the external oblique muscle 
is incised down to or through the external in- 
guinal ring, being carried laterally to exposed 
the abdominal inguinal ring. The cremasteric 
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muscle and fascia are incised longitudinally at 
the proximal end of the inguinal canal, and the 
internal spermatic vein is dissected free for a 
distance of about 5 cm. The vein is securely 
ligated at the internal ring and at the distal 
portion of the dissection. The vein is excised 
between the ligatures, the proximal end being 
allowed to retract into the abdominal cavity. In 
some instances the internal spermatic vein is 
formed inside the abdominal inguinal ring and 
there are two or three large branches instead of 
a single vein in the cord at the lateral end of the 
inguinal canal. Each vein is ligated in such cases. 
The longitudinal incision in the cremasteric mus- 
cle and fascia is closed transversely with a run- 
ning suture. The distal end of the ligated internal 
spermatic vein may be included in this closing 
stitch. Closure of the cord in this manner causes 
some elevation of the dependent left testicle. 

Careful search of the cord for possible indirect 
herniation should be done in all cases. In such 
instances high ligation of the sac and repair of 
the posterior wall of the inguinal canal are neces- 
sary. In Table 1 the incidence of concurrent 
hernia and varicocele found by various investi- 
gators is recorded. Only the cases with hernia 
were treated surgically in the first series listed. 

Postoperatively the patient should wear a 
scrotal support for about one week. There ap- 
pears to be no contraindication to immediate 
ambulation in most of these cases. Hospitaliza- 
tion is usually unnecessary after three or four 
days in patients without hernia repairs. 


Table 1. Hernias Found With Varicocele 


Series Cases Hernias % 
Javert and Clark, 1944 145 37 25% 
Riba, 1947 23 3 13% 
Lewis, 1950 42 8 19% 
Price, 1950 12 2 17% 

TOTALS 222 50 22.5% 
RESULTS 


Although the basic ideas were expressed in 
1918, this operation was not done to any appre- 
ciable extent in the United States until the 
latter portion of World War II when several 
series of cases were reported. The results are 
uniformly gratifying and are charted in Table 2. 
Of 177 cases so treated, 173 were cured. Lewis’ 
three failures were attributed to neglect in li- 
gating each vein passing through the internal 
abdominal ring. Two of these were cured by a 
second operation and he believes the third can 
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be cured by a repeated procedure. The unsatis- 
factory result obtained in one of the author's 
cases was probably caused by incomplete dis- 
section. The patient hed previously undergone 
a left inguinal herioplasty and the cord was 
scarred to such an extent that the veins could 
not be accurately identified and dissected. This 
patient was not relieved of either the varicocele 
or his symtems of discomfort. 
Table 2. Results of Ligation of Internal 
Spermatic Vein for Varicocele 


Cases Cases Surgical 

Series Operated Cured Failures 
Javert and Clark, 1944 32 32 0 
Riba, 1947 23 23 0 
Palomo, 1949 40 40 0 
Lewis, 1950 42 39 3 
El-Sadr & Mina, 1950 28 28 0 
Price, 1950 12 1] 1 
TOTALS 177 173 4 


In most cases the varicocele is dramatically 
reduced in size within 72 hours. Within ten days 
it is imperceptible to inspection. The aching or 
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dragging sensation that disturbed the patient 
pre-operatively has usually disappeared by the 
time the tenderness leaves the operative site. 

The only complication reported in these series 
was the presence of transitory thrombosis in 
some of Palomo’s cases. His technique varies 
somewhat from that described above which 
probably explains these minor complications. 

CONCLUSIONS 

The high incidence of postoperative compli- 
cations previously seen following varicocelec- 
tomy has been eliminated by the surgical tech- 
nique described. Surgeons no longer need to 
hesitate in advising surgical therapy in cases of 
symptomatic varicocele. 
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DUTIES OF PHYSICIANS TO EACH OTHER 


W. Warner Watkins, M.D., F.A.C.P., F.A.C.R. 
Phoenix, Arizona 


When requested to take part in this symposium, 
I was given an outline of the field to be cov- 
ered by me, listing seven points. These looked 
vaguely familiar and further investigation show- 
ed these points to be the seven sections of Chap- 
ter III of the “Principles of Medical Ethics of the 
American Medical Association.” It seems en- 
tirely superfluous to recount to this enlightened 
group the well known principles of medical 
ethics, to all of which you have subscribed, be- 
cause to be a member of this staff you must 
be a member of the Maricopa County Medical 
Society and, ipso facto, a member of the Amer- 
ican Medical Association, and must have given 
your assent to these “Principles.” 

The best course, therefore, would seem to be 
to take these seven sectional headings which 
have been assigned to me and discuss some in- 
teresting departures from the principles set forth, 
as they have been observed in this community 
during the past forty years. 

1. Duties of a Physician to Uphold the Honor 
of the Profession. Section 1, Chapter III, reads 
in part:— 


_ (Read in Symposium on Medical Ethics, at Staff Meeting of 
Good Samaritan Hospital, Phoenix, Ariz., October 25, 8.) 


“The obligation assumed on entering the pro- 
fession requires the physician to comport him- 
self as a gentleman, and demands that he use 
every honorable means to uphold the dignity 
and honor of his vocation, to exalt its standards 
and to extend its sphere of usefulness.” 


It is an interesting speculation how many of 
the students in our medical schools, or practition- 
ers who have graduated from them, chose the 
practice of medicine as a “vocation” as con- 
trasted with a business or a socially approved 
means of livlihood. I was interviewed recently 
by a High School student who plans to study 
medicine; he came with a prepared list of ques- 
tions, and among them was the rather searching 
one as to my motive for choosing this profes- 
sion,—whether it was primarily to render service, 
for financial returns, or to gain social approval. 
The question is pertinent. The word “vocation” 
comes from the Latin “vocare,” which means 
to call. It implies that the motivation for choos- 
ing the profession of medicine is a response 
above the animal level of satisfying the physical 
needs; it is a call from the needs which a per- 
son sees in the world about him, or a call from 
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within coming from the higher levels of life,— 
the sense of values. Medicine therefore, is sup- 
posed to be a vocation or calling, as contrasted 
with a trade or business. It belongs to the use- 
ful professions and this sphere of usefulness 
every individual practitioner is obligated to 
extend and enlarge. My medical mentor, when 
I was a young doctor just starting practice in 
Phoenix, was Dr. Otto E. Plath; one of his some- 
what facetious remarks was that you could al- 
ways tell how bad a community is by the num- 
ber of doctors, lawyers and preachers it has. The 
number of doctors is an index of the prevalence 
of disease, the number of lawyers indicates the 
amount of crime, and from the number of 
preachers you can estimate the number of sin- 
ners in the community. The rapid increase in 
our physicians would seem to indicate a growing 
community need in fighting or treating disease. 
To meet that need should be a doctor's first 
consideration. 

2. Medical Societies. 

“In order that the dignity and honor of the 
medical profession may be upheld, its standards 
exalted, its sphere or usefulness extended, and 
the advancement of medical science promoted, a 
physician should associate himself with medical 
societies and contribute his time, energy and 
means in order that these societies may repre- 
sent the ideal of the profession.” 

Sounds like one of those statements to which 
we could all respond,—“Amen, pappy pass the 
biscuits.” It would be interesting if we could 
take a poll on the motivation of our doctors in 
joining medical societies. How many members 
of this staff, for example, joined the county me- 
dical society because of these high sounding 
motives, or because county society membership 
is a prerequisite for staff membership, and staff 
membership is required before a doctor can 
bring his patients into the hospital. I well re- 
member the scream of agony from one of our 
doctors when we jumped the county society dues 
from five dollars to ten dollars and the state asso- 
ciation dues from three dollars to five dollars. 
This doctor was very fond of good cigars so I 
inquired how many of them he smoked a day and 
what they cost; he proudly boasted that he smok- 
ed only good cigars, not less than two for a quar- 
ter and he consumed from six to ten a day. So, 
I told him that for what he thus sent up in smoke 
in one month he could pay his dues in the county 
society, the state association and the South- 
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western Association, and his subscription to the 
A.M.A. Journal. He stayed in the society, but 
not at the expense of his cigars. He still looked 
on society membership as a luxury and smoking 
as a necessity. 

3. Deportment. This section of the Principles 
is almost entirely quoted from Hippocrates:— 

“A physician should be an upright man, in- 
structed in the art of healing. Consequently he 
must keep himself pure in character and con- 
form to a high standard of morals, and must be 
diligent and conscientious in his studies. ‘He 
must also be modest, sober, patient, prompt to 
do his whole duty without anxiety; pious with- 
out going so far as superstition, conducting him- 
self with propriety in his profession and in all the 
actions of his life.” 

You have to hand it to the Greeks. If Hippo- 
crates said all that in Greek, it was a marvellous 
language. It all boils down to practicing the 
Golden Rule, after first being the kind of person 
who knows what the Golden Rule is and who 
wants to practice it. Much of the Golden Rule 
practice is on the same ethical level as was once 
voiced by my oldest grand-daughter, when she 
was six years old. After hearing the expression 
“forgive us our trespasses as we forgive those 
who trespass against us,” in church, she wanted 
to know the meaning of this. Her mother ex- 
plained that when a person injures us we must 
be nice to him, just as we want him to be nice 
to us under similar circumstances. The grand 
daughter took all this in and put her own inter- 
pretation on it; when she said her prayers that 
night, she said, “Dear God, when Peter throws 
a rock at me help me to be nice to him, so that 
when I throw rocks at him, he will be nice to 
me.” Even if we have no higher standard of 
ethics than this, it would be quite an advance 
over the common practice of “doing unto others 
what you expect them to try to do to you, but 
do it first.” 

Under this section should come the matter of 
ethical deportment in consultations. I learned 
medical ethics the hard way when I located in 
Phoenix in 1907. Shortly after arriving here and 
before opening an office, I was called to see a 
lady living next door to my residence. It seem- 
ed to be an open and shut case of pneumonia 
and the family was so advised. Finding the case 
to be more serious than they first thought, the 
family decided they wanted a consultation and 
asked for one of the old timers in Phoenix. I 
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gladly consented and awaited my first contact 
with the local medical profession with pleasur- 
able anticipation, which was soon rudely shat- 
tered. The older doctor came, made his exam- 
ination and then sat down in the presence of the 
patient, the anxious family and me,—and gave 
his consultation opinion somewhat as follows:— 
“Dr. Watkins is a young doctor and doubtless is 
doing his best, according to the extent of his ex- 
perience. However, after he has been in prac- 
tice as long as I have, he will not mistake a case 
of typhoid fever for pneumonia. This lady has 
typhoid fever and should be so treated. If you 
want me for anything else, you know where to 
find me.” Of course, the family very quickly 
were asking me to give up the case and allow 
the patient to be put in charge of this consultant. 
There was nothing else to do, but it was inter- 
esting that this case of typhoid fever, mistakenly 
diagnosed pneumonia by me, terminated by 
crisis inside of a week. Great was the skill of 
this doctor, in the eyes of the family! He could 
even shorten the slow lysis of typhoid fever into 
a crisis, very much resembling that of lobar pneu- 
monia! He was on par with the doctor who, 
when confronted with a condition outside of his 
limited knowledge, would give the patient a drug 
to bring on convulsions,—because he was “hell on 
fits.” Consultation technic has undergone con- 
siderable refinement in recent years. The crude 
procedure followed by the doctor in my first con- 
sultation experience came to be exceptional, and 
the grabbing of a case by a consultant came to 
be looked on as unethical. Years passed and 
specialization began to be popular in Phoenix. 
The consultants found themselves very much in 
demand as consultants and they finally saw the 
reason for this; at the first show of interest in a 
specialist by a patient, the doctor in charge 
would call the specialist in consultation, and 
that would stop him from taking the case as a 
private patient. This came to be so much the 
rule that the specialists went into a huddle and 
pushed through a resolution in the county medi- 
cal society, removing the ethical prohibition 
against a consultant accepting the patient as a 
private case, after being in consultation on him. 
So, we went through another cycle until the rank 
and file of the medical practitioners suddenly 
realized what was being done to them, and they 
rose in righteous indignation and repealed this 
resolution. However, so far as I have observed, 
with this resolution in effect, or after its repeal, 
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the practice of medicine has followed the indi- 
vidualistic ideas of the practitioners. 

4. Advertising. This is the longest section in 
this Chapter, too long to quote and its ramifica- 
tions are too many to discuss in the limited time 
available. A special paper could be devoted to 
this on some other occasion. I will quote only 
one sentence:— 

“The most worthy and effective advertisement 
possible, even for a young physician, and espe- 
cially with his brother practitioners, is the estab- 
lishment of a well-merited reputation for profes- 
sional ability and fidelity.” 

Some years ago, a doctor whom I had known 
for a long time, was thinking of moving from a 
distant city to Phoenix. He inquired of me which 
of three specialties offered the best prospects 
here,—physiotherapy, eye-ear-nose-throat, or ob- 
stetrics. The first thought was that he planned 
to start a clinic, but he stated that he was trying 
to select a specialty for his individual practice. 
Knowing him to be a general practitioner of 
mediocre ability, I then inquired where and 
when he had taken the special training which 
would entitle him to offer his services in any 
of these specialties. He said he had never had 
any special training but thought he could “get 
by” in any one of these. When he finally did 
locate in Phoenix, he announced himself as a 
specialist in industrial surgery,—still without any 
special training. This entering a specialty by 
proclamation, rather than by preparation, is a 
good text for a sermon on this whole matter of 
advertising. However we do not need to preach 
the sermon; it preaches itself. 

5. Fee Splitting. Fee splitting or giving re- 
bates to other doctors for referred work is re- 
garded as unethical. The term “fee splitting” is 
a shibboleth which is used about as freely and 
carelessly as the word “Communism.” When we 
do not like a man’s attitude on a public question, 
it is very easy to say he is a Commist, or to say 
that a course of action with which we disagree, 
We talk about fee splitting 
about as carelessly. About 25 years ago, when 
the staff was being organized at St. Joseph’s Hos- 
pital and recognition by the College of Surgeons 
was sought, the question of fee splitting became 
important. To settle some of the questions 
raised, I, as secretary of the staff, submitted a 
lengthy inquiry to the College, outlining five 
situations which were common 
The College made reply, 


is Communism. 


hypothetical 
practices in Phoenix. 
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the gist of which was that three of the situations 
outlined would be regarded by the College as fee 
splitting and that the other two would not. One 
of these latter two, not regarded by the College 
as fee splitting, was the collection by the hospital 
of fees for x-ray work or laboratory work, and 
the division of these fees with the radiologist 
or pathologist, on a percentage basis. The other 
practice which was considered by the College 
not to be fee splitting, was the financial arrange- 
ment which our Laboratory had with some doc- 
tors regarding payments for work done for those 
doctors. The College further stated the basis 
on which the question of fee splitting should be 
decided; this is,—whether any injustice is done to 
the patient. An investigation of the practices 
in Phoenix was also made a few years later by 
the Council on Medical Education and Hospitals 
of the A.M.A., when our hospitals applied for 
certification for intern training. Dr. Colwell, 
then Secretary of the Council, visited Phoenix, 
made -his investigations in person, and arrived 
at the same conclusions as the College of Sur- 
geons. 

Some interesting situations have been observ- 
ed in Phoenix in connection with fee splitting, 
in bygone years. One of the most interesting 
reactions to this question of fee splitting was that 
of one of the best known and highly respected 
surgeons of Phoenix, now deceased. When the 
College of Surgeons was organized, no one ques- 
tioned his eligibility for affiliation. However, he 
refused to make application, frankly stating that 
he would not take the pledge to refrain from 
fee splitting. He said his practice had been built 
on fee splitting, that he believed in it and would 
Every doctor in Arizona 
knew where he stood in this matter and we 
respected him for his honesty, while. we looked 
askance at some who were strong in pledging 
and weak in practicing,—as Fellows of the Col- 
lege. This physician was never denied staff 
membership by the Phoenix hospitals, but I think 
they drew a sigh of relief when he announced 


continue to practice it. 


his retirement from practice. 

Another practice which was very common 
when I arrived in Phoenix in 1907 was the astute 
arrangement which several of our doctors had 
with the morticians,—called undertakers in those 
days. Many patients with last stage tuberculosis 
were arriving in Phoenix, lingering a few months 
and then dying. A common practice was for the 
doctor to select the undertaker and turn over to 
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him the bill for professional services. The under- 
taker would notify the relatives in the east that 
the body was being held until all bills were paid, 
—including those of the doctor. This might delay 
shipment of the body for weeks, but finally the 
money would come through and the doctor 
would receive payment of his bill. Before I 
learned about this system, I had a patient who 
died. I did not select the undertaker, but he 
called me and asked for my bill. It happened 
that the patient had paid me for each visit, so 
I had no bill, and so informed the undertaker. 
Much to my surprise, in a few days I received a 
check for $25.00 and a note of appreciation from 
the undertaker. I hear some one asking,—“Did 
you keep the $25.00?” In reply to that, I call 
your attention to a clause in Section 4, of this 
Chapter on ethics, where advice is given to 
young doctors on establishing a practice in a new 
locality. This clause reads,—“It is unprofessional 
to disregard local customs.” Being keenly de- 
sirous of establishing an entente cordiale with 
the medical profession of Phoenix, I thought it 
best to conform to the local custom in this par- 
ticular instance. 

In another case, it seemed that this competi- 
tion among the undertakers went a little too far. 
Once a patient of mine in the hospital was evi- 
dently nearing the end, and I was impressed 
with the solicitude of one of the hospital atten- 
dants over how long he would live. I rather 
carelessly said I thought he was breathing his 
last right at the moment. Later, I learned that 
an undertaker was almost immediately called, 
and the men with the basket had to wait at the 
hospital about an hour, until the patient quit 
breathing. Some years ago, it was the practice 
of some of our morticians to send to the wives 
of their favorite doctors nice boxes of candy each 
Christmas. How would you classify that gentle 
courtesy, and what would you do about it, ex- 
cept demand your share of the candy? 

6. Secret Remedies. Just while I was reading 
this section and concluding there was nothing 
to be said about this unethical practice, so far 
as our community is concerned, a visitor man- 
aged to get into my office on the pretext of know- 
ing a relative of mine. The relative excuse was 
quickly disposed of, and the man then spent an 
hour trying to develop some interest in me over 
He manufactures 
remedies which he says are used extensively by 
the Chicago. 


a project he had in mind. 


medical practitioners around 
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Among these is the “best thing yet discovered” 
for arthritis, the nature and contents of which 
he would not divulge. His idea is to start a 
“clinic” in Phoenix which will treat arthritis and 
feature this remedy which he proposes to supply. 
Not striking any fire in me, he left with the state- 
ment that he knows doctors in Tucson who will 
cooperate, and after he gets the clinic started in 
Tucson, he plans to return to Phoenix and estab- 
lish one here,—if he can find some doctors who 
are wearing out the seats of their pants doing 
nothing. Reminds me of the remark once made 
by Dr. Willard Smith, when some heated dis- 
cussion was going on in the County Society over 
the dereliction of a local doctor. The discus- 
sion was brought to an abrupt end when some 
one asked,—“Why in H--] would a doctor do 
such a thing?” Dr. Smith removed his pipe 
long enough to reply,—“Maybe the man was hun- 
gry.” Also reminds me of another sage remark, 
—author unknown. Some one in trying to ex- 
cuse some shady transaction said, “A person has 
to live. A far-seeing and wiser man replied,— 
“No, a person does not have to live; but he does 
have to give account for the way he lives.” 

This is the 
The sec- 


7. Safeguarding the Profession. 
last and hardest ethical requirement. 
tion reads: 


“Physicians should expose without fear or 
favor, before the proper medical or legal tribun- 
als, corrupt or dishonest conduct of members of 
the profession. All questions affecting the pro- 
fessional reputation or standing of a member of 
the medical profession should be considered only 
before medical tribunals in executive session.” 


This is quite an order and sounds like a sen- 
tence from a campaign speech. When I opened 
an office in Phoenix in 1907, one of the local 
practitioners came around and bade me welcome 
and said he would like to help me get started, 
and would like for me to give anesthetics for 
him. He called me for this service four or five 
times in rapid succession,—once at his office, and 
the other times at private residences or rooming 
houses,—always curettments. Then, Dr. Plath, 
whose office adjoined mine and with whom I 
was later to be associated, warned me -against 
this doctor and told me what I was already sus- 
pecting,—_that these curettments were illegal 
abortions. So that brief relationship with cor- 
rupt practice ceased,—and I was never able to 
collect for any of those anesthetics. In those 
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days, the attitude of the local practitioners was 
one of welcome to an abortionist practicing 
openly in their midst, because they had a place 
to refer patients who insisted on such a service. 
However, this man went beyond all ethical 
bounds, even for an abortionist. He had a bed- 
room adjacent to his office and took revolting 
pleasure in boasting that his custom was to re- 
quire good looking women to spend the night 
with him in this room before having the opera- 
tion the following morning. This doctor prob- 
ably had his own ethical standards, and did not 
like to perform a curettment for a pregnancy, 
until he had made certain the woman was preg- 
nant. 

Some years later, another doctor located in 
Phoenix and developed an amazing flair for abor- 
tions, building up an extensive and lucrative 
practice in that specialty—while maintaining 
membership in the county medical society. For 
a long time, no one was willing to assume the 
onus of accusing him before the proper medical 
tribunal, as the Principles of Medical Ethics calls 
for. However, this man finally went too far, 
seduced his office secretary, and when she de- 
manded some financial redress, he blacked both 
her eyes and then left town for a prolonged 
vacation. That was a little too much; criminal 
abortions and seductions we could overlook, but 
a doctor has no right to beat up his office nurse 
or secretary, when she tries to preserve her chas- 
tity, or to make him pay for the loss of it. So, 
this doctor was finally tried in absentia before 
the proper medical tribunal and suspended from 
society membership for one year! 

I would like to reverse the picture and say 
just a few words on safeguarding the profession 
by avoiding criticism of other practitioners. I 
take it that this section means that if you have 
any question regarding the professional ability 
of a doctor who has treated a patient who later 
comes into your hands, or if you think the treat- 
ment was unskillful or even negligent,—it is 
wholly unethical for you to express this opinion 
to patient, his relatives, or his friends. You can 
bring it before some medical tribunal, if your 
tender conscience will not let you preserve the 
discreet silence which the Golden Rule calls for. 
Such expressions as, “How in the world did your 
doctor let your broken arm get in this shape?” 
“Why didn’t your doctor do this or that, and 
keep you out of this mess?” “That is a terrible 
x-ray burn; how did you get it?” “Why didn’t 
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your doctor give you penicillin; it was the proper 
treatment?” 

Anything which you do or say to plant a doubt 
in the mind of a patient as to the appropriate- 
ness of former treatment, or the skill or care of a 
former doctor on the case, is just digging a pit 
into which you may yourself fall. It is under- 
mining the confidence which an individual has 
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in the medical profession as a whole, and that 
lack of confidence will come home to you, and 
to all of us. 

In closing, I would like to repeat the opening 
sentence in the first section of Chapter III. “The 
obligation assumed on entering the profession 
requires the physician to comport himself as a 
gentleman. Period. 





FLUID AND ELECTROLYTE BALANCE 
Roman Barroso Garcia, M.D., Pima County Hospital 


Tucson Medical Center, St. Mary’s Hospital, Tucson, Arizona 


WATER AND ELECTROLYTE BALANCE 

The exact knowledge of the fluid and electro- 
lyte balance in the body is essential for the cor- 
rect management of any kind of patient and 
especially the surgical patient. Its deficiencies 
may result in serious complications or may ac- 
tually lead to death. There is an intimate rela- 
tionship between the water and electrolyte bal- 
ance; however, a proper water balance does not 
insure adequate electrolyte balance(1). 

I—TOTAL BODY WATER 

In the first place it is very important to know 
the normal distribution of water and electrolytes 
and the size of the fluid compartments. 

Three methods have been employed for the 
measurement of total body water, (2); 1) Desic- 
cation, 2) Body Specific Gravity and 3) Dilu- 
tion techniques. 

The values reported with the desiccation tech- 
nique are summarized in table number I. 


TABLE 1 


Total body water 


Reference Age, years Sex per cent body 
weight 

Bischoff Newborn 66.4 

Fehling Newborn 74.1 

Iob and Swanson Newborn 75.5 

Widdowson et al. Newborn 68.8 

Camerer et al. Newborns 69.2—73.0 (6 infants) 

Widdowson et al. 4.5 M. 53.8 

Volkman Adult M. 65.7 

Mitchell et al. 35 M. 67.9° 

Bischoff 33 M 58.5 


Widdowson et al. 25, 42, 48 M.F.M.61.8, 56.0, 81.5° 
*edematous at time of death. 

Table 1: From Edelman, I. S. and Col.: Surg. Gyn. & 
Obst. 1952, 95.1. 

Obviously this first method has no clinical ap- 


plication. 


Behnke(2) in 1941 reported his studies dealing 
with specific gravity measurements in young 
men. He showed that in normal subjects the 
determination of body specific gravity enabled 
one to estimate the body fat content. He con- 
ceived of the body as consisting of a fat-free por- 
tion of essentially constant gross composition 
and a variable quantity of fat. Behnke formul- 
lated his now widely accepted concept of the 
lean body mass. He proposed on a theoretical 
basis ,that body water and body fat must bear 
an inverse relationship to each other. 

However, Edelman and co-workers(3), say 
that the measurement of speific gravity in the 
human subject is a difficult laboratory procedure 
which at the present time seems far from prac- 
tical for clinical application, and the fat content 
is difficult to measure by any direct means, al- 
though complicated indirect measurements have 
been made. 

In relation to the dilution method, several sub- 
stances have been used: potassium, thiourea, 
sulfanilamide, tritium (the radioactive isotope 
of hydrogen, mass 3), antipyrine and deuterium 
oxide (heavy water). Of all, the last two seem 
to be better. 

Antipyrine was first introduced for this pur- 
pose by Soberman and his associates in 1949(2), 
they found similar values for the body water 
obtained with antipyrine and with deuteriun 
oxide. Values are from 43% to 58%. Messinger, 
Steele, Osserman and co-workers found satisfac- 
tory correlation of values for body water ob- 
tained with the use of antipyrine with those ob- 
tained from specific gravity measurements. They 
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found 43% in the most obese to 72% in the 
leanest. 

However, antipyrine equilibrates slowly with 
abnormal fluid deposits such as ascitic fluid, is 
selectively bound by protein and is meta- 
bolized at a rate which varies between subjects. 
Deuterium oxide, according to Hardy and Drab- 
kin(2) was used for the first time by von Hevesy 
and Hofer in 1934. Moore introduced its use 
in the United States in 1946. 

Several reports have appeared since then. 
Hardy and Drabkin(2) reported their results 
in a group of healthy adult male and female 
human subjects, ranging in size from very lean 
to very obese. The leanest male had a total 
body water value of 71% of body weight (44.5 
liters), and the most obese man had 42% (48.3 
liters). The leanest female had 68% and the 
most obese 50%. However the most obese fe- 
male subject was not clinically as obese as the 
most obese male subject. The average value 
for body water for eight healthy men was 60% 
of body weight and 55% in females. 

Schloerb and his associates(2) using deuter- 
ium oxide reported an average value of 61.8% 
for body water in healthy young adult men and 
51.9% in healthy young adult women. They 
found the total body water to be more closely 
correlated with surface area and oxigen con- 
sumption than with the other physical indexes 
examined. Schloerb and associates cited by 
Randall(4) found an average of 23.6 liters per 
square meter in males, and 18.3 liters per square 
meter in females, each with a coefficient of varia- 
tion of 4.4 per cent. 

Friis-Hansen and associates in 1951(5) re- 
ported their observation in 24 children and in 
20 instances determinations were made by both 
the deuterium oxide and antipyrine methods. 
Values between 70.2 and 83% body-weight were 
found in the neonatal period. The premature 
infants fell into the same range as the full term 
infants. During the first six months of life there 
was some decline in body water. Beyond 6 
months of age the values varied between 53 and 
63% and showed no correlation to age or sex. 

Edelman and associates in 1952(3) reported 
their results of total body water measurements 
in normal human subjects. One hundred and 
twenty determinations were made covering an 
age range of 2 days to 86 years and a weight 
range of 2.3 to 100.3 kilograms. 

In newborn infants under 1 month of age, 
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values were from 71.8% to 83.0% of body weight 
with an average of 76.7%. In infants from 1 to 
12 months of age values are from 53.0% to 70.8% 
and a average of 62.6%. 

In children 1 to 9 years of age values are from 
55.2% to 62.8% and average 58.9 per cent of 
body weight. In adolescent males from 10 to 
16 years of age values are 51.8% to 63.2%, and 
average 59%. In females values were from 49.8% 
to 59.5% with an average of 56.2 per cent of body 
weight. 

In adults males from 17 to 34 years of age 
values are from 53.3% to 70.3% and average 
61.1 per cent of body weight. In females (20 
to 31 years of age) the values are 45.6% to 59.9% 
with an average of 51.2 per cent of body weight. 
In adults males 35 to 54 years of age values were 
from 44.7% to 64.1% and average 55.4%, and in 
females 40.5% to 54.3%, with an average of 48.2 
per cent of body weight. Adults over 54 years 
of age, in males values were from 47.8% to 62.8% 
with an average of 54.3% and in females, from 
42.0 to 53.4, an average of 46.2 per cent of body 
weight. 

Before 16 years of age, no appreciable sexual 
difference in body water content is noted. In 
the young adult a clear-cut sex difference be- 
comes apparent. The male exhibits approxi- 
mately 17 per cent more body water. This sex 
difference persists for the remaining adult years. 
Both males and females show a fall in relative 
water content during the middle years of life 
and older males and females show a slight fur- 
ther decrease in total body water with advanc- 
ing age. 

Il.—FLUID COMPARTMENTS 

It is classical to divide the body fluids into two 
major spaces: Extracellular 
The extracellular fluid is further divisible into 
Intravascular (plasma) and Extravascular (in- 
testitial ) fluid. 

Levitt and Gaudino in 1950(6) presented a 
very interesting article. They reviewed the sub- 
stances used for the Extracellular space measure- 


and _ Intracellular. 


ments such as: sodium and cloride concentration, 
radioactive cloride and sodium, bromide, sodium 
thiocyanate, sulfate, sucrose, mannitol and inu- 
lin. 

The size of the extracellular space depends on 
the method used. For instance, Kalterider using 
radioactive sodium showed a sodium space of 
24.8% of body weight at 3 hours, in the adult. 
Flexner, however, in newborn infants with the 
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same substance obtained 43 per cent of body 
weight. Crandall and associates with thiocyanate 
obtained values in males of 24.2% of body weight 
(4). 

Walser(7) in 10 normal subjects and using 
radiosulfate (S-35), obtained an average sulfate 
space of 16.3%. 

Schwartz cited by Randall(4) found in 7 
normal adults males an inulin extracellular fluid 
space of 14 to 18 per cent of body weight, an 
average of 16.2%. Simultaneous sodium spaces 
averaged 26.7 per cent and thiocyanate space 
25.9 per cent in some of the same group. 

Levitt and Gaudino(6) with inulin found an 
average of 19.4 per cent of body weight in the 
dog and 16 per cent in the human, and they 
concluded that inulin represents the best meas- 
ure of extracellular fluid available. 

Plasma volume seems to be more closely cor- 
related with total body water than with body 
weight. Schloerb cited by Hardy and Drabkin 
(2) reported their results in a group of healthy 
adult men of widely different degrees of obesity. 
Plasma volume ranged from 2.75% (in th very 
fat) to 5.65% (in the very lean) of body weight 
an average deviation of 22%. Expressed as a per- 
centage of total body water, however, plasma 
volume ranged from 6.2% in the most obese to 
7.8% in the leanest with a mean of 6.96% and 
an average deviation of 7%. 

The Intracellular fluid by difference is 30 to 
45 per cent of body weight. 


I1I-CHEMICAL ANATOMY OF THE BODY 
FLUIDS 

There are big differences in the chemical com- 
position between extracellular and intracellular 
fluids. We can appreciate this in the classical 
columns drawn by Gamble(8). 

Sodium and cloride ions, are predominant in 
Extracellular fluid, while in Intracellular fluid 
they are absent. Here potasium and phosfate 
ions are the principal ions with a high content of 
proteins. 


Electrolytes of the blood 


Electrolytes of Intracellu- 
and interstitial fluid. 


lar fluid. 


Cations (base +) M.Eq./L. Cations M.Eq./L. 
Sodium 142 Potasium 140 
Potasium 5 Magnesium 45 
Calcium 5 Sodium (variable) 10 
Magnesium 3 

155 195 


Interstitial fluid contains 
almost no proteins. 


Diagram from: Gamble, J. L.: Chemical Anat- 
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omy, Physiology and Pathology of Extracellular 
Fluid. Harvard University Press. Cambridge, 
Mass. 1947. 


Anions (acid —) M.Eq./L. Anions M.Eq./L. 
HCO3 28 HCO3 10 
Chloride 103 Organic Acid 
Orangic Acids 6 PO4 100 
Phosfate 1 Sulfate 20 
Sulfate 1 Protein 65 
Protein 16 

155 195 


It is obvious that the maintenence of body 
water and electrolyte balance demands that the 
intake equal the output. 

The kidneys play the chief role in the con- 
trol of the volume and concentration of body 
fluids. However the renal regulation is merely 
the crucial activity in a complex process inte- 
grated by the regulation of the cardiovascular 
system, the neurophyophysis, the humoral and 
neural control of the blood pressure and capil- 
lary bed and the adrenal and other endocrine 
glands(9). The importance of the protein should 
be emphasized. It is by virtue of the osmotic 
pressure exerted by these colloid substances 
against the capillary blood pressure that escape 
of fluid from the capillaries into the surround- 
ing tissues is prevented(10). 


IV—WATER LOSS 


Normally the body loses water in three ways: 
1) the lungs and skin, 2) the kidneys, and 3) 
the gastrointestinal tract. 
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The elimination of water by the route of lungs 
and skin is in relation to the environmental tem- 
perature and humidity. Heat normally is dis- 
sipated by vaporization from the skin and lungs, 
and by radiation, conduction and convection 
from the body surface. Water so vaporized, in 
the absence of visible sweating, is called insen- 
sible water loss. In the normal person the insen- 
sible water loss amounts to from 1000 cc to 1500 
ce daily. Water loss from the lungs is not accom- 
panied by loss of electrolytes. The rate of water 
loss from the respiratory tract depends on the 
volume of respiratory exchange and the content 
of water of the inhaled and exhaled air. These are 
in turn dependent on the temperature and humi- 
dity of the environmental air. The insensible loss 
of water from the skin is dependent chiefly on a 
gradient for diffusion through the skin. This is 
dependent chiefly on skin temperature if the 
surface is dry. A small amount of electrolyte is 
lost from the skin when there is no sweat, pre- 
sumably through desquamation, though there 
may be minimal activity of sweat glands, as well. 
The insensible water loss, excluding sweat, is 
roughly correlated with heat production, so that 
42 Gm. are lost for each 100 calories produced. 
The quantity of electrolyte in sweat has been 
found to be so variable that any prediction of the 
composition is difficult and unrealiable. For 
clinical purposes the concentration of sodium 
and chloride may be assumed to be 25 to 50 
millimoles per liter and that of potassium, 15 
millimoles. The concentration of sodium, potas- 
sium and chloride in sweat are influenced by 
adrenocortical hormones(11). 

The concentration of the urine determines the 
volume of water excreted by the kidneys and is 
dependent on the renal load, the water intake 
and the ability of the kidney to form either a 
concentrated or dilute urine. Lashmet cited by 
Mason and Zintel(10) consider 500 cc. as the 
minimal amount of urine sufficient to eliminate 
the average of waste products (30 to 40 Gm.). 
Healthy kidney is capable of concentrating urine 
to a specific gravity of 1.032. In disease the 
concentrating power of the kidney is reduced 
and as much as 1500 cc. of urine may be re- 
quired to eliminate the waste products. Coller 
and Maddock consider 1000 cc. daily a satisfac- 
tory urinary output for the majority of surgical 
patients. 

The amount of water excreted into the gastro- 
intestinal tract as saliva, gastric juice, etc., is 
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enormous. Gamble found it to be about 8,200 
ce. This amount being composed of 1500 cc. 
saliva, 2500 cc. gastric secretions, 500 cc. bile, 
700 ce. panreatic juice and 300 cc. secretions 
of intestinal mucosa. However, most of this 
water is reabsorbed in the ileum and proximal 
colon, and fecal material contains but about 
150 ce. 

Besides this “Physiological” water, there are 
losses called “Pathological” or “Abnormal,” such 
as in diarrhea, vomiting, suction drainage from 
stomach or intestines, gastric, duodenal or biliary 
fistulas, etc. The amount may reach 1000 to 4000 
cc. or more in 24 hours. 

The characteristics of the electrolytes losses of 
the gastro-intestinal tract have been the sub- 
ject of much study. 

Studies of Randall and collaborators(4) show- 
ed that the average gastro-intestinal tract drain- 
age is not isotonic (as before believed), but is 
hypotonic insofar as sodium and chloride are 
concerned. The marked differences in types of 
electrolytes lost depends upon the location of 
the drainage point within the gastrointestinal 
tract. 

Beside these three main routes, the body can 
lose water and electrolytes through large open 
wounds. Moore and his associates(12) in a 
study about the exudate of burned patients found 
that the exudate sodium may comprise 95 per 
cent (or more) of all sodium lost and an aver- 
age of 45 per cent, with concomitant urinary sod- 
ium loses reduced virtually to zero. Chloride 
balances resembles that of sodium but this urin- 
ary loss may be higher and exudate loss lower. 
Potassium loss is 20 per cent or less of all the 
potassium lost from body and in 1 patient (who 
died) exudate potassium comprised 30 and 45 
per cent of the potassium lost from the body in 
the two periods measured. 

In the first few days following an abdominal- 
perineal resection the packing placed in the 
perineal wound is saturated with material which 
is quite similar to plasma in its composition and 
500 cc. or more of this material may be lost per 
day. 

Water and electrolytes may be lost to the cir- 
culation and extracellular fluid space without ac- 
tually leaving the body itsef, such as in burns, 
trauma or infection. Since the composition of 
this third space fluid is essentially that of extra- 
cellular fluid and since it results in internal dehy- 
dration the replacement which is required is in 
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GASTROINTESTINAL TRACT LOSSES, MILLIEQUIVALENTS PER LITER 
Ki ae Na. K. Cl. 
Gastric. | Average ...... 59.0 9.3 89.0 
Fasting a are 6.0-158 0.5-65.0 13 .2-167.2 
130 specimens 2/3 cases ..... 31.0-90.0 4.3-12.0 52-124 
Small Bowel _ Average ...... 104.9 5.1 98.9 
( Miller-Abbott suction Range ........ 20.1-157.0 1.0-11.0 43.0-156.1 
89 specimens 2/3 cases ..... 72-128 3.5-6.8 69-.27 
Ileum Average ...... 116.7 5.0 105.0 
Miller-Abbott suction a arr 82-147 2.3-8.0 60.7-137 
17 speciments (7 patients) 2/3 cases ..... 91-140 3.0-7.5 82-125 
Ileostomy Average ...... 129.5 16.2 109.7 
( Recent ) ar 92-146 3.8-98.0 66-136 
25 speciments 2/3 cases ..... 112-142 4.5-140 93-122 
Cecostomy Average ...... 79.6 20.6 48.2 
20 speciments a Se 43-135 3.7-47.3 18-88.5 
9 patients 2/3 cases ..... 48-116 11.1-28.3 35-70 
From biliary tract and from pancreatic fistulas: 
Bile Average ...... 145.3 5.2 99.9 
22 specimens EE wenawe 122-164 3.2-9.7 77-127 
12 patients 2/3 cases ..... 134-156 3.9-6.3 83-110 
Pancreas Average ...... 141.1 4.6 76.6 
3 patients Range ........ 113-153 2.6-7.4 54.1-95.2 




















Tables from: Randall, T. H. Water and Electrolyte Balance in Surgery. Surg. Clin. North-America 


32:445-469, 1952. 


terms of the composition of extracellular fluid 
and frequently, if protein loss is high, of plasma. 
DISORDERS OF ELECTROLYTE 
METABOLISM 

Gastineau(13) divides the disorders of electro- 
lyte metabolism in two large groups. The first 
are those of water balance, and second those 
characterized by changes in the hydrogen-ion 
concentration (Disturbances of acid-base bal- 
ance ). 

Disturbances of acid-base balance will not be 
treated, and only a few words will be mentioned. 
When the disturbance decreases the pH, it is 
called Acidosis, whereas if the pH increases, it 
is called Alkalosis. When there is a disturbance 
of acid-base balance resulting from changes in 
pulmonary ventilation, it is spoken of as Respira- 
tory acidosis or Alkalosis, whereas if the primary 
disturbance is a matter of loss of body fluids, 
administration of acid or alkaline substances or 
alterations in renal function, it is considered to 
be Metabolic Acidosis or Alkalosis. 

Disturbances in water balance can be divided 
into A) Dehydration (extracellular fluid volume 
decreased ), and B) Overhydration (extracellular 
fluid volume increased). There are two varieties 
of dehydration: 1) water deprivation and 2) 





Electrolyte loss; and two varieties of overhydra- 
tion by 1) retention of electrolytes and 2) water 
intoxication. 

Dehydration by water deprivation gives hyper- 
tonic extracellular’ fluid. Symptoms are: thirst, 
fever, dry skin, dry tongue, restlessness, full 
pulse, normal blood pressure and scanty con- 
centrated urine. 

Dehydration by loss of electrolytes is char- 
acterized by weakness, pallor, low blood pres- 
sure, absence of thirst and dilute urine, which 
may be normal in volume. If blood pressure 
has fallen sufficiently low, however, there may 
This syndrome is ob- 
diabetic acidosis, Addisonian crisis, 


be oliguria or anuria. 
served in: 
heat exhaustion, diarrhea, vomiting and gastro- 
intestinal fisula. Many of the symptoms of this 
state can be explained by the circulatory failure. 

However dehydration very often is the result 
of both deprivations, and is called “mixed” de- 
hydration. 

Overhydration caused by ingestion of very 
large amounts of water is called “water intoxica- 
tion.” Here we have hypotonicity and this hypo- 
tonicity appears to cause certain shifts in intra- 
cellular hydration which produce a definite set 
of symptoms. In milder degrees: nervousness, 
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salivation and vomiting. In more severe cases: 
disorientation, stupor, irregular twitching, move- 
ments of the extremities and finally convulsions 
may occur. Hypertonic solution of sodium 
chloride is effective in correcting this condition. 

Overhydration as result of retention of sod- 
ium, is caracterized by large volume of extracel- 
lular fluid and normal or increased concentration 
of sodium. Edema is a frequent symptom. This 
symdrome is seen in heart failure, nephritis, and 
when excessive amounts of solution of sodium 
chloride have been administered. 

In practice mixed disturbances often are seen. 
Early sodium chloride deficiency is characterized 
by: weakness, apprehension and generalized feel- 
ing of discomfort, and abnormal thirst is also fre- 
quently present. When the deficiency becomes 
more severe early symptoms of vascular shock 
develop. The skin becomes pale, cold and sweaty, 
and blood pressure begins to drop. Tachycardia, 
and diffuse abdominal distress are fairly constant 
findings. Severe hiccouphs, and soon shock deve- 
lops, and mild irrationality or delirium appears. 
Coma can be present, temperature becomes sub- 
normal, urinary output decreases sharply, and the 
non protein nitrogen rises. The reduction in 
serum sodium concentration results in a ten- 
decy toward acidosis because less sodium is 
available for combination with bicarbonate. 
Serum bicarbonate then becomes reduced. 

Symptoms of potassium deficiency in the early 
stage are quite inconstant. As the deficiency in- 
creases, the more constant symptoms are: weak- 
ness, apprehension and a feeling of generalized 
discomfort. Anorexia is common but nausea and 
vomiting less than in sodium chloride deficiericy. 
Insomnia, alkalosis and an increase in the non- 
protein nitroge content of blood is quite com- 
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mon; periodic paralysis has been reported. A ser- 
um potassium level of 3.5 mEq. or less per liter 
is indicative of potassium deficiency of sufficient 
degree. The electrocardiographic changes are 
very important in confirming potassium defi- 
ciency; decreased amplitude or inversion of the 
T waves and a lengthening of the Q-T intervals. 
An excellent description of the symptoms in de- 
ficiencies of electrolyte balance is given by Moyer 


in his book(14). 


FLUID AND ELECTROLYTES 
REQUIREMENTS 

In accordance with our previous knowledge 
about the “physiological” and “pathological” or 
“abnormal” losses of water and electrolytes, the 
adequate replacement will vary with each par- 
ticular case. 

Attention must be given to several factors: age, 
sex, weight, fat content, climate (heat, humid- 
ity), vomiting, fever, diarrhea, operative proce- 
dures (pre, during, and post-operative ), suction 
by gastroduedenal tubes (Levine, MillerAbbott, 
etc.), biliary drainage, etc., etc. 

All these factors make it impossible to assign 
any particular amount of water or electrolytes 
for general corrective treatment. 

Roughly, for an uncomplicated surgical case 
2000 to 2500 cc. of water must be given and in 
complicated cases 3000 to 3500 are necessary 
(Coller and Maddock cited by Mason and Zin- 
tel(10)). Here the output is extremely impor- 
tant. The abnormal losses should be calculated 
and the quantity excreted should be replaced by 
an equal quantity of proper solution. 

Low levels of electrolytes in plasma require re- 
placement. Serum sodium is seriously low in 
most surgical patients if it is below 125 mEq. 


THE ELECTROLYTE CONTENT OF 1 LITER OF INFUSION FLUID (mEq. ) 





Effective 


Na. K. cl. HCO2 
ME, i cn kcondeteedeseesdedeense 154 0 154 0 
i ican sac ecdbbhnne ease eeee 167 0 0 167 
es ES BD vn. wc iweccevccsecsnnees 163 0 0 148 
Ammonium chloride 0.75% ................0.00085 0 0 140 0 
i Sc tih nae he tei eninhamb anes eee 0 0 0 0 
Potassium chloride ampules (1.59 gm.) in 10 ce.... 0 20 20 0 
Special Solutions: 
i aids neice nedeetheneneaen hewn 136 5.3 112 33 
EY Pee ere re Free 120 35 105 50 
Sodium chloride-potassium chloride (Mudge) ...... 110 30 140 0 
Potassium chloride (2.23 gm.) 5% dextrose in water.. 0 30 30 0 


*Ca— — 3.6 mEq. 


Table from: Randall, T. H. Water and Electrolyte Balance in Surgery. 32, 445-469, 1952. 
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per liter and shock is likely at levels below 120 
mEq. per liter. Much depends on the rate of 
fall. Serum chloride requires replacement in 
most surgical patients when the level falls to 85 
mEq. per liter, and bicarbonate when it is below 
15 mEq. per liter (33 volumes per cent), while 
potassium levels below 3.4 mEq. per liter are 
suspected and below 3.0 mEq. require replace- 
ment. Flame photometers for the direct meas- 
urement of sodium and potassium concentration 
in biological fluids have proven to be most 
valuable. 

The selection of the proper parenteral fluid or 
combination is very important. The following 
table gives the composition of various types of 
fluids commonly used. 

It should be remembered that parenteral re- 
placement is always a temporary and inadequate 
substitute for the gastrointestinal tract, and oral 
intake should be resumed as soon as returning 
function permits, supplementing parenterally un- 
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til oral intake is adequate in water, electrolytes 
and calories( 4): 
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PHOENIX CLINICAL CLUB 
CASE RECORD NO. 15 





The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 











A seventy-two-year-old Finnish-born, married 
steel worker entered the hospital with a chief 
complaint of “severe” shortness of breath. 

Two years before entry the patient was told 
that he had an “irregular” heart but success- 
fully discharged his duties as a steel worker until 
eleven months before entry, when he tripped 
and fell 20 feet while on the job and injured the 
left seventh, eighth and ninth ribs anteriorly and 
his left hand. Radiograms of the chest were 
reported as not remarkable except for the rib 
fractures. After spending twelve days in two 
other hospitals he returned home but not to his 
job. The patient dated the beginning of his 
dyspnea as shortly after this accident. About 
nine months before entry vague precordial pain, 
described by the patient as ‘constriction’ and 





appeared especially after exertion 
but frequently at night. This discomfort lasted 
usually about five minutes but occasionally much 
longer and did not always disappear with rest. 
No radiation of pain to the shoulders or arms 
was ever present. The dyspnea temporarily im- 
proved three and a half months before entry 
so that he was content to take care of his flocks 
of turkeys and do other small jobs. 
his dyspnea recurred in the next month, and he 
was denied even these minor pleasures, being 


congestion, 


However, 


unable to walk short distances without excessive 
fatigue. A slight cough productive of small 
amounts of whitish sputum appeared. About 
five weeks before entry he developed hay fever 
(which he had experienced in the past) and 
noted more difficulty sleeping at night, requir- 
ing two pillows to sleep comfortably. One month 
before entry he noted an increase in his anor- 
exia, which he believed had been present since 
He further noted a weight loss of 
about 20 pounds in the last five or six months. 


his accident. 


He visited the Medical Clinic of the Out Pa- 
tient Department one month before admission, 
and an additional history was obtained of expo- 
sure to tuberculosis; a daughter had had the dis- 
ease several years: previously and a sister-in-law 
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was similarly afflicted thirty years before. Exam- 
ination at this time revealed a blood pressure of 
150 systolic, 90 diastolic, a pulse rate of 80, with 
8 to 10 skipped beats at the wrist per minute, 
and a Grade II apical systolic murmur and auric- 
ular fibrillation; no definite cardiac enlargement 
was noted. The temperature was 97°F., and the 
respiratory rate 20. The lungs were resonant, 
and basilar rales cleared on coughing. A firm, 
nontender right supraclavicular node (1.5 cm. 
in diameter) was noted. Abdominal and rectal 
examinations were not remarkable. A_ blood 
Hinton test was negative. Radiograms of the 
chest revealed an enlarged heart with a cardio- 
thoracic ratio of 18:25, the enlargement appear- 
ing predominantly in the region of the left ven- 
tricle. The lung fields exhibited extensive, dif- 
fuse, linear and mottled densities, particularly 
in the middle and lower portions. The hilar 
vascular shadows were poorly seen but appear- 
ed somewhat enlarged. The patient was digital- 
ized and given nitroglycerin. Urinalysis was ne- 
gative. 

Two weeks before entry he was again seen 
in the Medical Clinic, at which time his blood 
pressure was 130 systolic, 80 diastolic, and the 
pulse and breath sounds were essentially un- 
changed. Very shortly thereafter the dyspnea 
rapidly increased, three or four pillows being 
required at night. Five days preceding entry 
the dyspnea became so severe that virtually no 
sleep was obtainable, the patient having to sit 
in a chair or upright in bed to facilitate easy 
breathing. The next day he developed ankle 
edema, which gradually increased. 

Physical examination on admission revealed 
a well-developed, well nourished, somewhat ap- 
prehensive but co-operative man with extraor- 
dinary dyspnea, coughing frequently and usually 
swallowing the sputum. Cyanosis of the lips, 
fingers and mucous membrances was present. 
Bilateral distention of the neck veins, slightly 
more marked on the left, was evident in the 
upright position. A few small, hard nodes were 
present in each supraclavicular region. The 
chest was moderately emphysematous, and dull- 
ness was present on the right posteriorly and in 
the axilla to the angle of the scapula, with de- 
creased breath and spoken voice sounds; dry 
rales were present in the right chest above the 
area of dullness, but no rales were noted on the 
left. The notable cardiac signs were a maximal 
impulse of the heart 11 cm. to the left of the 
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midsternal line in the lower fifth interspace, 
auricular fibrillation with a 10-beat pulse deficit, 
some occasional bigeminy, and a short apical 
systolic murmur. Moderate ankle and slight to 
moderate sacral edema was present. 

The temperature was 97°F., the pulse 80, and 
the respirations 32. The blood pressure was 135 
systolic, 90 diastolic. 

Investigative studies revealed a circulation 
time (Decholin) of 50 seconds, a venous pres- 
sure equivalent to 222 mm. of water and a vital 
capacity of 900 cc. Examination of the blood 
disclosed a red-cell count of 5,100,000, with a 
hemoglobin of 14.5 gm., and a white-cell count 
of 9550, with 80 per cent neutrophils. The pro- 
thrombin time was 19 seconds (normal, 15 sec- 
onds). The nonprotein nitrogen was 28 mg., 
the blood sugar 96 mg., and the total protein 5.9 
gm., per 100 cc., and the sodium 127.8 millie- 
quiv., the chloride 92 milliequiv. and the carbon 
dioxide 22.7 milliequiv. per liter; the alkaline 
phosphatase was 4.6 units per 100 cc. The 
phenolsulfonephthalein test showed 62 per cent 
excretion of the dye, and the bromsulfalein test 
64 per cent retention of the dye. The gastric 
acidity was in the normal range. Sputum smears 
were negative for acid-fast organisms and ab- 
normal cells. Two separate gastric washings 
were positive for tumor cells and gave a plus 
four guaiac reaction. The stools were consis- 
tently guaiac positive. Urinalysis was not re- 
markable; the urinary sodium chloride was 1 or 
2 gm. per 24 hours. An electrocardiogram re- 
vealed auricular frillation, low voltage, sagging 
ST segments in Lead 1 and 2 and AVL and V, 
and inverted T waves in Lead 1 and 2 and 
AVL and V, and V,. 

Radiographic studies demonstrated very little 
change in the chest since the previous examina- 
tion. A roentgenogram of the abdomen was 
marred by the dyspnea, the only discernible 
visceral outline being that of the liver, which was 
at the upper limits of normal; some air was pres- 
ent in the large bowel, and little or none in the 
small bowel. A gastrointestinal series was at- 
tempted but was incomplete and unsatisfactory 
because of the patient’s extreme illness; how- 
ever, the midportion of the posterior wall of the 
stomach appeared to be rather straight, and the 
duodenal bulb was deformed. X-ray films of the 
bones were normal. 

The patient was placed on a cardiac regime, 
including digitoxin, ammonium chloride, Sod- 
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ium Amytal, Mercuhydrin, a diet moderately 
low in sodium, and other supportive therapy. 
Despite these measures he continued to be crit- 
ically ill and died on the sixth hospital day. 


DISCUSSION BY DR. KENT THAYER 


This 72 year old man apparently died in 
congestive failure. The cause of this congestion 
could be from any of several different causes. 

Evidently this man was getting along quite 
well until he had his fall about eleven months 
before he entered the hospital. At that time he 
fractured two or three ribs on the left. Whether 
he had myocardial injury from the trauma we 
do not know, for nothing is stated about this. 
It is known that a blow or a rib injury resulting 
in compression of the heart, or even cardiac 
puncture from a broken rib, can occur. The 
amount of cardiac disfunction that follows de- 
pends on the degree of injury and the extensive- 
ness of the injury. Electrocardiograms may re- 
veal changes of an anterior myocardio infarction, 
or, if the injury is over a small area without 
involving a coronary vessel, the electrocardio- 
gram may show only a small amount of change. 

Since the tracing was taken nearly eleven 
months later, it is hard to interpret this as pri- 
mary cardiac trauma. Evidently this man had a 
progressively increasing size of his heart, and 
along with this was a progressive dyspnea. The 
blood pressure readings that this patient had are 
somewhat against constrictive type of pericar- 
ditis and the grade two apical systolic murmur 
would fit with cardiac dilatation. 

The physical findings of his chest would sug- 
gest pulmonary congestion secondary to myocar- 
dia failure and the dullness in the right lower 
lung field would suggest fluid in his right pleural, 
cavity. In a man 72 years old, the most common 
cause of myocardial failure with progressive en- 
largement of the heart and progressive dyspnea 
would be on a vascular basis causing either a 
diffuse myocardial fibrosis, coronary occlusion, or 
insufficiency. The electrocardiogram 
point more towards a strain type of pattern from 
the description rather than an actual coronary 
It is also somewhat against a pericar- 
dial pattern, but I believe this point could be 


would 


occlusion. 


However, it is certainly not a diffuse 
If pericarditis is thought 


argued. 
type of pericarditis. 


of in a person of this age, the most likely cause 
Certainly the pyo- 
genic type of pericarditis would have caused an 


again is vascular in origin. 
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increased temperature, and also an increased 
white blood count. 

A tuberculous pericarditis could occur, of 
course, without these findings. This man had 
in the past been in contact with tuberculosis, 
but his exposure was many years ago, and I 
doubt if it would manifest itself at this time. 

The laboratory findings reveal a markedly in- 
creased circulation time and increased venous 
pressure which is compatible with right and left 
heart failure. The NPN and the blood sugar 
were normal and the total proteins were only 
slightly decreased. His sodium and 
chlorides were moderately decreased while car- 
bon dioxide was about normal. Also the alka- 
line phosphatase was not markedly above nor- 
mal. Retention of 64% bromsulph, I believe 
means very little in a patient with congestive 
failure; at least we are assuming he had conges- 
tive failure, and the increased prothrombin time 
would also be compatible. 


serum 


On the physical examination I am unable to 
find where the liver has been mentioned, or any 
description given of the abdomen. An x-ray film 
of the abdomen revealed the liver to be at the 
upper limits of normal. Apparently this means 
size. There is one thing in this protocal that we 
must accept as fact; namely, in two specimens of 
gastric washings tumor cells were found and the 
specimens were positive for blood, as were the 
stool specimens. Evidently this malignancy of 
the stomach had metastasized by the time the 
patient was first seen, for on his first examination, 
a supraclavicular node was noted. If this is a 
carcinoma of the stomach, and has metastasized 
to the liver, the marked loss of liver function as 
shown by the bromsulph test would be unusual, 
for there must be a tremendous loss of function- 
ing liver tissue for this test to be positive. 

If we are to assume that this patient had one 
disease rather than two, we must put the car- 
cinoma of the stomach, the progressive weight 
loss, anorexia, dyspnea, and cardiac findings into 
one diagnosis. 

Cases of metastatic carcinoma to the heart and 
pericardium have been described. Scott and 
Garvin reported 61 patients with pericardial 
metastases out of 1,082 cases of malignancy. The 
heart was involved in 79 instances, and the heart 
and pericardium together in 22 cases; of these 
the bronchus and breast were the most common 
cites of the primary tumor. However, it is re- 
ported that esophageal carcinoma metastasized 
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to the pericardium. The symptoms of pericardial 
involvement are usually constructive type of pain 
substernally with progressive shortness of breath 
and evidence of right heart failure. 

Cases have been reported, but rather infre- 
quently, of constrictive pericarditis which I do 
not believe our patient revealed. The electro- 
cardiograms in pericarditis usually reveal a 
slightly elevated ST segment and inverted T 
waves over the areas of involvement. If the 
pericarditis is diffuse, this may give a typical 
inverted T wave pattern throughout all leads, 
but if the pericarditis is localized, as one would 
suspect in metastatic inolvement, the changes 
may be limited to only a few leads, but usually 
AVL and AVF show the changes consistently, 
and in our patient, only AVL revealed an in- 
verted T wave, but along with two of the V 
leads and lead 1 and 2, according to the descrip- 
tion, the ST segments were sagging. This may 
have been due to digitalis affect. 

Whether this man had pulmonary metastasis 
I am unable to say. It is certainly possible, but 
I would suspect his pulmonary difficulties were 
more likely on a congestive basis. A superior 
vena caval syndrome causing engorgement of the 
neck veins, markedly increased venous pressure, 
I believe is not compatible with the findings in 
our patient for usually dyspnea is not a common 
symptom of this condition. 

My diagnosis therefore is, carcinoma of the 
stomach with metastasis to the pericardium and 
possible myocardium resulting in myocardial fail- 
ure and death. There may have been liver me- 
tastases. 

DISCUSSION BY DR. JOS. M. GREER 

A 72 year old steel worker with severe short- 
ness of breath suggests immediately heart or 
chest or both, and we are told that he did have 
an irregular heart about two years previously. 
However, he got along very well until about 
eleven months previously when he had a fall of 
about 20 feet injuring the left side of his chest. 
This injury was severe enough to produce rib 
fractures. After that he did not work and had 
dyspnea. Did he have one of those heart con- 
tusions that we now hear about not too infre- 
quently? This injury could well have bumped 
his heart a little. 

Patient had a vague sort of pain, described 
as “congestion,” constricting after exertion and 
at night, but he had no radiation of this pain. 
This could go along with heart contusion. One 
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would expect some improvement and he did 
have some improvement for awhile. However, 
it shortly got worse again until he was almost 
completely disabled because of dyspnea, fatigue, 
etc. About this time he began to cough and 
expectorate white sputum which brings our at- 
tention not only to the heart but to the lungs 
as well. Then a weight loss was noted which 
makes us sense some progressive general condi- 
tion. 

When he visited the Medical Clinic we get a 
history of exposure to tuberculosis. Was this 
significant or not? I rather think not as the rest 
of the picture does not fit in with tuberculosis 
and there was a negative sputum and while an 
atypical tuberculosis cannot be definitely ruled 
out in a patient like this, I will dismiss tuberculo- 
sis from the discussion. 

Physical examination revealed a heart that 
was not normal, apical murmur, some irregular- 
ity, and auricular fibrillation and enlargement. 
The lung findings at this time of extensive dif- 
fuse linear and mottled densities, in the middle 
and lower portion seem to me significant and 
the wee little supraclavicular node perhaps 
should not be considered too lightly. The clini- 
cians apparently thought that heart treatment 
would help him and perhaps it did for awhile. 

The urinalysis was negative so we shall not 
consider kidney disease as a factor in this pa- 
tient’s illness. 

The dyspnea rapidly increased to great sever- 
ity, with ankle edema. 

The physical examination, with the extraor- 
dinary dyspnea and the cyanosis of lips, fingers, 
mucous membrances, and the distended neck 
veins, was significant and indicates some mech- 
anical interference in the venous return circula- 
And now we find more wee small, hard, 
nontender nodules. What do these mean? 

The chest findings of dullness in the back of 
the lung are significant and indicates something 
more than the heart findings would produce. 
The heart was not normal but it does not seem 
that the heart findings could account for the 
whole picture; with a rate of 80 and BP 135/90 
it would appear that the heart was doing very 
well, if a heart can ever do well with auricular 
fibrillation and enlargement. The respirations 
were quite rapid 32. 


tion. 


The investigative studies were interesting and 
the heart was not pushing the blood round very 
fast for some reason. The circulation time (De- 
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cholin) was 50 sec. and the normal from arm to 
tongue, as I presume this was, should be from 
8 to 14 sec. Further there must have been some 
backing up in the venous system as the venous 
pressure is given as 222 mm. of water and the 
normal is from 60 to 120 mm. of water. This is 
also shown clinically in the cyanosis and dis- 
tended neck veins. The vital capacity is also 
very low only 900 and the normal should be 
from 3000 to 4000. 

The blood picture was not remarkable except 
that there was a moderate increase in whites 
and polys and probably a concentration. The 
prothrombin time was a little elevated. The 
non-protein nitrogen was within normal limits 
as was the blood sugar, namely 96 mgm. the 
normal ranging from 90 to 120. The total pro- 
tein of 5.9 was also normal. The sodium equiva- 
lent of 127.8 is a little low the normal range 
being given as 139-152, also the chloride of 92 
milliequiv. is slow, the normal range being 99 
to 110. The carbon dioxide of 22.7 is a little low 
the normal being 25 to 29. The alkaline phos- 
phatase of 4.6 units is probably normal. The 
phenolsulfonphthalein of 62% excretion shows 
relatively normal kidney function. The brom- 
sulfalein test for liver function was 64% reten- 
tion of dye; the normal is given as not more than 
10% after 30 min. or too little to be read by the 
colorimeter. So there was definite impairment 
of liver function. The gastric acidity was said 
to be within normal range, and, as mentioned 
above the sputum was negative for acid fast 
bacilli or abnormal cells. 

The gastric washings at two different times 
were positive for tumor cells, and there was a 
four plus guaiac test. This is a very positive 
finding and the tumor cells are assumed to be 
malignant cells. This is a finding that cannot 
be disregarded and the only way tumor cells 
could get into the stomach is from a gastric 
tumor or a tumor of the lung or bronchus and 
swallowed sputum (we are told that he did 
swallow sputum; however the sputum examina- 
tion was negative for acid fast bacilli or abnor- 
mal cells). The urinary chlorides are low as 
were the blood chlorides. The electrocardio- 
gram shows some cardiac deficiency and auricu- 
lar fibrillation. However the heart disability was 
probably not enough to account for the con- 
dition of the patient, but one could say that it 
was not helping him very much. 

The x-ray of the chest at this time was report- 
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ed similar to the previous study of extensive 
diffuse linear mottled densities in the middle and 
lower portion with enlarged hilar shadows. 

In the attempted GI series, there was a sug- 
gestion of an abnormality of the posterior wall 
of the stomach and a duodenal bulb deformity. 
The patient was very ill and this is not definite; 
however I think it should be considered. 

The patient was very ill and died on the sixth 
hospital day. This was after a period of obser- 
vation and treatment of less than a year. 

SUMMARY 

I would say that the clinical and laboratory 
findings of impaired venous circulation the ex- 
cessive dyspnea and the clinical and radiological 
chest findings and the tumor cells in two of the 
gastric washings would lead to a diagnosis of 
malignancy of the mediastinum. 

I would expect that this was a metastatic mal- 
ignancy with extensive tumor and inflammatory 
involvement to the base and hila of the lungs 
and also probably the pericardium and also one 
would expect to find some liver involvement. 

In spite of the relative absence of anemia 
and in spite of the normal range of gastric acid- 
ity the most likely primary focus would be the 
posterior wall of the lesser curvative of the 
stomach. 

DISCUSSION AT MASSACHUSETTS 
GENERAL HOSPITAL 

Dr. Allen G. Brailey: It is hard to know what 
to take up first when one is confronted with this 
welter of signs and symptoms. We might begin 
by seeing the x-ray films. 

Dr. James J. McCort: On the initial chest 
examination the strand-like and coarse and finely 
nodular increase in density in both lungs is well 
seen. These changes extend outward from the 
hilus to the periphery and involve the greater 
portion of both lungs. There is no fluid in either 
costophrenic sinus. The heart is markedly en- 
larged to the left and right, and there is definite 
fullness anteriorly, suggesting right ventricular 
enlargement. A widening of the hilar shadows 
is seen, suggesting dilatation of the main pul- 
monary arteries. A film of the chest made one 
month after the first examination shows very 
little change except possibly a small amount of 
fluid in the right costophrenic sinus. 

Examination of the gastrointestinal tract was 
unsatisfactory because of the severe dyspnea. 
The esophagus was normal. On one film a flat- 
tening of the posterior wall of the stomach near 
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ihe lesser curvature is demonstrated. There is 
also a slight constriction of the duodenal cap and 
a small diverticulum of the second portion of 
the duodenum. 

Dr. Edward F. Bland: Are the bones all right? 


Dr. McCort:: :The skull and long bones were 
not abnormal. 

Dr. Brailey:: What about the possibility of a 
pathologic fracture two years before admission? 

Dr. McCort: I can see no evidence of it. 

Dr. Brailey: There is enlargement of the heart. 
Is it mostly right or left ventricle? The pro- 
tocol says “left.” 

Dr. McCort: It is impossible to determine 
which ventricle is larger. There is definite right 
ventricular enlargement. 

Dr. Brailey: Could the shadows in the lung 
be tuberculosis? 

Dr. McCort: There is no evidence of cavita- 
tion or calcification to indicate tuberculosis. 

Dr. Brailey: Do you think the shadows are 
due to embolization? 

Dr. McCort: Multiple small emboli could 
produce similar nodular densities, but there are 
strand-like densities in addition to nodules. 

Dr. Brailey: Have you ever seen metastatic 
carcinoma present this kind of picture? 

Dr. McCort: A small percentage of metasta- 
tic carcinomas show a lymphatic permeation that 
is compatible with this picture. 

Dr. Brailey: There is no interference with the 
bronchi as far as you can see—no obstruction? 

Dr. McCort: There is no narrowing or ob- 
struction of the bronchi. 

Dr. Brailey: This man was said to have an 
“irregular” heart for two years. We may as- 
sume that it was fibrillating for at least that long. 
The heart was really enlarged; he had a grade 
II systolic murmur, and an abnormal electro- 
cardiogram. The tracing was not inconsistent 
with infarction, nor was it inconsistent with left 
ventricular strain and digitalis effect. Would 
you agree with that, Dr. Bland? 

Dr. Bland: It sounds like an aging heart to 
me—a non-specific electrocardiogram, showing 
the effect of digitalis, I would think. 

Dr. Brailey: What was the nature of the de- 
fect? Did he have rheumatic heart disease? 
Somewhat in favor of that diagnosis is the long- 
standing fibrillation. But patients with rheu- 
matic heart disease rarely live to seventy-two 
years of age, and no diastolic rumble was ever 
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described. It does not seem reasonable to con- 
sider rheumatic heart disease here. 

Did he have hypertensive and arteriosclerotic 
heart disease? The blood pressure was repeat- 
edly reported as normal. If he had had hyper- 
tension in the past of sufficient degree and dura- 
tion to result in a heart of this size, surely he 
would have been in severe congestive failure 
when the blood pressure fell to this level. But 
the evidence of congestive failure is not very 
impressive, even two weeks before he came into 
the hospital. He had marked dyspnea, to be 
sure, about which we will say more later, but 
he had no peripheral edema. The liver was 
not thought to be enlarged, and only transient 
rales were heard in the chest. 

What else might reduce his hypertension other 
than heart failure? A failure of the adrenal cor- 
tex might do so. To be sure, little was said of 
fatigability, and there were no pigmentary 
changes recorded. But we wonder a bit about 
the adrenal glands because we are tantalized 
by the information that he was exposed to tuber- 
culosis and the serum sodium was remarkably 
low, perhaps because he was on a low-sodium 
diet. He had not had it long, however. 

Perhaps coronary-artery disease, without a 
large infarct but with widespread microscopic 
scarring of the myocardium, was a factor here. 
The electrocardiogram would not be inconsistent 
with this possibility. He is said to have had 
ill described pain, which may have been angina 
and was probably considered as such since he 
was given nitroglycerin. 

The dyspnea troubled him greatly and certain- 
ly troubles me. There are many causes for 
dyspnea, but if we confine ourselves to those 
that occur in the chest, they can be doughly di- 
vided into pulmonary and cardiovascular. Of 
the vascular causes, disease on the arterial side 
of the pulmonary circuit should have resulted 
in cor pulmonale. He had a tremendous heart, 
and the right ventricle and right auricle were 
enlarged. I am not at all sure that he did not 
have cor pulmonale. He had little evidence of 
peripheral right-sided heart failure until the last 
few days of life. Trouble on the venous side 
of the pulmonary circuit should have resulted in 
pulmonary edema, of which we have little or 
no evidence. We are struck by the curious lack 
of parallelism between his increasing dyspnea 
and his apparent cardiac performance as report- 
ed. It seems certain that he did not have enough 
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cardiac failure per se to account for a vital 
capacity of 900 cc. and that he must have had 
some pulmonary disease as well. He undoubted- 
ly had some senile emphysema, but I think this 
picture presented by his x-ray films is very 
curious, and I suspect that he had something 
else—either embolization, with marked wide- 
spread fine scarring of the lungs, or an endar- 
teritis. 

The evidence for cancer consists of hard no- 
dules, which may have been metastatic supra- 
clavicular lymph nodes, and two gastric wash- 
ings containing tumor cells. Where shall we 
put this malignant lesion, which must have been 
either exfoliating or ulcerating? Is it fair to 
ask if these cells were epithelial in type? 

Dr. Tracy B. Mallory: They were inter- 
preted as that. 

Dr. Brailey: The obvious answer is carcin- 
oma of the stomach, but if we plump for carcin- 
oma of the stomach, we have to make the diag- 
nosis in the face of normal gastric acidity, a not 
impossible situation but nevertheless rare. The 
sputum contained no tumor cells on one exam- 
ination. That does not exclude tumor of the 
lung. The patient had a productive cough, and 
it was noted that he swallowed most of his 
sputum. I do not see why he might not have 
swallowed the cells for that matter, although we 
do not usually look for carcinoma of the bron- 
chus by doing gastric washings. Metastatic pilot 
glands in the neck occur secondary to carcinoma 
of the stomach, but they are even more com- 
monly found secondary to bronchial disease. It 
is possible that we shall find no explanation for 
the low serum sodium. It was probably the re- 
sult of the low-sodium diet or the edema. But if 
he did have damage in the adrenal glands by 
any chance, it is possible that they were knocked 
out by metastatic carcinoma—a rather frequent 
event in carcinoma of the bronchus. 

On the whole it seems to me that the odds are 
in favor of the tumor being in the stomach, and 
I have not got the courage to put it anywhere 
else in the face of positive gastric washings. I 
have raised a number of questions that I can- 
not answer intelligently, but since I have to take 
a stand of some sort I will say that this man had 
arteriosclerotic heart disease and cor pulmonale, 
probably on the basis of many small emboli, and 
carcinoma of the stomach with metastases. 

Dr. Alfred Kranes: 


ary metastases may not have been tumor em- 


I wonder if the pulmon- 
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boli, and if that was so, I think it is not impos- 
sible that carcinoma of the pancreas might pro- 
duce that picture. 

Dr. Brailey: I should have mentioned that, 
but tumor emboli occur in carcinoma of the 
stomach too. 

Dr. Kranes: But much less commonly, I be- 
lieve. 

Dr. Brailey: That is right. 

Dr. Bland: Does carcinoma of the branchus 
frequently metastasize to the supraclavicular 
lymph nodes? 

Dr. Donald S. King: Quite commonly. 

Dr. Mallory: Dr. Warthin, I believe you were 
interested in this case. 

Dr. Thomas Warthin: I saw this patient in 
the Out Patient Department and was struck by 
the fact that he had heart disease basically. He 
definitely had abnormal lymph nodes, one of 
which was characteristic of the Virchow type 
associated with carcinoma of the stomach. Now 
seeing the x-ray films, which I had not seen be- 
fore, I consider them typical of lymphogenous 
spread of carcinoma of the stomach, such as has 
been described by Mueller and Sniffen from this 
hospital. 

Dr. Bland: Would sarcoid cause this pic- 
ture in the lung? 

Dr. King: It could; my opinion is that this 
was not sarcoid. 

CLINICAL DIAGNOSIS 

Congestive heart ailure. 

Arteriosclerotic heart disease. 

Carcinoma of stomach? 

Pulmonary metastases? 

DR. BRAILEY’S DIAGNOSIS 

Cor pulmonale secondary to pulmonary em- 
bolization arteriosclerotic heart disease. 

Carcinoma of stomach, with metastases. 

ANATOMICAL DIAGNOSIS 

Adenocarcinoma of pancreas, with extension 
to stomach and metastases to pulmonary lympha- 
tics. 

Generalized thrombosis of small pulmonary 
arteries. 

Cor pulmonale. 

PATHOLOGICAL DISCUSSION 

Dr. Mallory: Autopsy showed that this man 
had a cor pulmonale. The wall of the right 
ventricle measured 7 cc. in thickness; the left 
ventricle was normal. The lungs showed dif- 
fuse involvement of all the lymphatics with 


tumor. In a search for the source of the tumor 
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(phentolamine methanesulfo- 
nate Ciba), preferred in the 
diagnosis of pheochromocyto- 
ma, the cause of the most com- 
mon form of hypertension of 
known etiology. The injection 
of this adrenergic blocking 
agent affords an accurate test 
that is relatively safe, and can 
be simply performed by any 
physician, unassisted, in his 
office. 
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can be obtained by writing to 

the Medical Service Division, 

Ciba Pharmaceutical Products, Inc., 
Summit, New Jersey. 


Apresoline’ 


hydrochloride (hydralazine hydrochlo- 
ride Ciba), an agent of choice (for use) in 
| the treatment of hypertension. This orally 
effective antihypertensive is believed to 
act centrally to produce a gradual, sus- 
tained decrease in blood pressure while 
increasing blood flow through the kidneys, 
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an ulcerated lesion was found in the stomach. 
A large mass of tumor was found in the region 
of the pancreas, which at the time of autopsy 
was interpreted as lymph nodes surrounding the 
pancreas rather than a primary tumor of the 
pancreas itself. The subsequent microscopical 
examination showed that the acinar cells of the 
pancreas were totally replaced by tumor from 
end to end of the organ, and I believe that was 
the primary site. Invasion of the stomach was 
secondary, but since the secondary tumor had 
ulcerated into the lumen there is no reason why 
tumor cells should not be found in the gastric 
washings. On microscopical examination of the 
lungs it became evident that nearly all the ar- 
teries were surrounded by dilated lymphatics 
filled with tumor cells and that the majority of 
them also contained organized thrombi. In only 
a small number of vessels were tumor cells 
present within the intra-arterial thrombi, so that 
tumor embolism was unimportant. 

There is no way that I can say from the 
anatomical findings whether the arterial throm- 
boses, which were old enough to be completely 
organized, were independent of the carcinoma or 
secondary to it. I am inclined to think it was 
secondary, but I cannot prove the point. 


Dr. Kranes Did you find thrombosis present 
in the areas where there was no tumor, or was it 
so widespread that you could not tell? 


Dr. Mallory: The thrombosis was limited to 
small vessels, and virtually all of them were sur- 
rounded by tumor. 

Dr. Bland: What we saw in the x-ray films was 
the lymphatic system of the lungs? 

Dr. Mallory: Pulmonary lymphatics in normal 
conditions are so collapsed that they are scarcely 
visible. In this lung an artery was surrounded 
by four or five lymphatics, each so distended 
with tumor as to be of diameter equal to that of 
the artery. 


LOGIC AND LANGUAGE IN 
MEDICAL WRITING 


Good books are available on scientific writing 
in general and on medical writing in particular. 
Apparently not enough emphasis, however, has 
been given to the process that should precede 
the writing and follow the finding of the sub- 
stratum of the writing. This process is careful 
and thorough logical thinking. 


April, 1953 


In an article on Chicago’s philosopher Morti- 
mer Adler (Time [Mar. 17, 1952]) we read: 
“Like a Socratic traveling salesman, he has mov- 
ed up and down the country, talking to the 
young and causing acute attacks of thought in 
thousands of college students who scarcely ever 
thought of thinking before.” Although thorough 
thinking does not seem to be one of the popular 
functions of human beings, acute attacks of 
thinking should at least precede any kind of 
scientific writing, and proper language should 
bear witness to the thinking process. This is 
lacking in statements such as “preventive geriat- 
rics may well be started in patients no older than 
20,” or “the patient had had acute retention for 
twenty years and had been forced to catheterize 
himself daily.” If preventive geriatrics should 
start at 20, why should not preventive pediatrics 
start before conception? It is only a matter of 
semantics to call the latter eugenics and the first 
plain medicine. When an author of a recent ar- 
ticle in the Journal of the American Medical As- 
sociation distinguished between a_ primarily 
“physiological” and a primarily psychological ill- 
ness, he forgot that an illness is never physiolo- 
gical but always pathological. 

Objectionable wording may result from lack of 
logic or linguistic knowledge. The first is well 
illustrated by a reviewer's criticism of Russell 
Brain’s book on Disease of the Nervous System 
(J. Am. Med. Assoc., 148, 1455 [1952]). The 
reviewer takes exception to the term “pseudo- 
bulbar palsy” because there is nothing “pseudo” 
about this palsy. He overlooks the fact that 
“pseudo” in this usage refers to bulbar and not 
to palsy; hence the correct and generally used 
term “pseudobulbar palsy.” The reviewer over- 
looks the fact also that spastic spinal palsy is not 
called “pseudospinal palsy” because this palsy is 
caused by a spinal lesion, as contrasted with 
“pseudobulbar palsy” which is not caused by a 
bulbar lesion. 

Lack of linguistic knowledge is encountered in 
many medical papers. It is shocking to read that 
the word “allergy” should have been derived by 
von Pirquet from the Greek word “ergon” mean- 
ing “work,” plus an alpha privative. Allergy ac- 
tually is derived from allos (“different”) and 
ergon (“work,” “action”). Afibrinogenopenia 
literally translated means exactly the opposite of 
what the author had in mind—that is, it means 
that there is no diminution of fibrinogen. 

If anyone criticizes an authors language, he 
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should be quite sure that his criticism is justi- 
fied. In the anonymous review:of Brain’s book, 
the reviewer, in discussing the terms “paresthe- 
siae” and “dysesthesiae,” says “para means be- 
side or added to” and “paresthesiae therefore 
imply an external stimulus.” Far from it. Para 
is a Greek prefix denoting a departure from the 
normal, and esthesia (or, more correctly, “aesthe- 
sia”) designates sensations of any kind, not mere- 
ly those produced by external stimuli. For ex- 
ample, kinesthesia is not produced by external 
stimuli. The reviewer rejects term “muscle tone” 
instead of “muscle tonus.” Using the word “tone” 
instead of “tonus” complies, however, with the 
usage in all textbooks and with the definition in 
Webster’s Dictionary. In the reviewer's opinion 
there cannot be an “antibrachium,” only an “ante- 
brachium.” Both terms, “antibrachium” and 
“antebrachium,” are correct and are used inter- 
changeably. Antibrachium is derived from Greek, 
and in this connection anti means “opposed to.” 
Antebrachium is derived from Latin and means, 
literally, “forearm.” The Basel anatomical nom- 
enclature adopted this Greek version, “antibrach- 
ium. 


The use of eponyms is unquestionably over- 
done. What name should we prefer, however, 
to the term “parkinsonism,” to which the re- 
viewer takes exception? Every student of medi- 
cine should be familiar with the term “Parkin- 
son’s disease,” designating paralysis agitans, just 
as Babinski’s name should remain attached to the 
most important reflex indicating a lesion of the 
pyramidal tract. These and similar eponyms 
are at least a minimum requirement for a knowl- 
edge of modern medical history. Why should 
the name of outstanding clinicians be forgotten 
if no one takes exception to much more offen- 
sive terminology, such as Klebsiella pneumoniae, 
Escherichia coli, or Neisseria gonorrhoeae? Puri- 
fication of technical terminology should start 


reasons. 
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by rejecting such horrible neologisms as “rubro- 
blasts” or “rubrocytes,” and should once and for 
all eliminate such frequent linguistic offenses as 
“pruritis” (pruritus ), “lupus erythematosis” (ery- 
thematosus), or “lymphogranuloma venerae” 
(venereum). The other day I even read about 
a “hemorrhagia per ano” (anum) and about 
something ad “voluminem” (volumen). The man 
who coined the word “appestat” to designate the 
cerebral center regulating appetite (analogous 
to thermostat), or the one who used the term 
“pie syndrome” in the title of an article con- 
cerned with the syndrome of pulmonary in- 
filtration with eosinophils has committed an in- 
excusable linguistic offense. 


One might wonder at the motive for the un- 
duly widespread tendency to use abbreviations 
in practically every field of verbal communica- 
tions. Many people do not even know what 
some abbreviations they use stand for. Saving 
time cannot always be the motive.’ 

Julius Bauer 
1680 Vine Street, Los Angeles 28, California 
1. Bibliography has been omitted deliberately, for obvious 


It may be requested from the author. 
Reprinted from Science, January, 1953. 
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Me PRESIDENT’S Page 


CONVENTION TIME AGAIN 


THE ARIZONA STATE MEDICAL ASSOCIATION WILL HOLD ITS CONVEN- 
TION APRIL 26TH THROUGH APRIL 29TH AT THE PIONEER HOTEL, TUCSON, 
ARIZONA. 


PRESIDENT-ELECT HAYDEN AND HIS COMMITTEE HAVE ARRANGED A 
PROGRAM OF OUTSTANDING SPEAKERS THIS YEAR. MANY GUEST ORA- 
TORS HAVE BEEN INVITED AND MANY OUTSTANDING PHYSICIANS OF 
OUR OWN STATE WILL PARTICIPATE IN THE SCIENTIFIC PROGRAM. 


THE EXECUTIVE SECRETARY HAS ANNOUNCED THAT ALL THE DISPLAY 
PLACES FOR EXHIBITS HAVE BEEN RESERVED. 


THE WOMAN’S AUXILIARY TO THE ARIZONA MEDICAL ASSOCIATION 
WILL HOLD ITS ANNUAL MEETING AT THE SAME TIME. BOTH MRS. EN- 
FIELD AND MRS. SCHOFFMAN ASSURE ME THAT A MOST INTERESTING 
PROGRAM HAS BEEN ARRANGED FOR THE WOMEN. THIS PROGRAM WILL 
INCLUDE, IN ADDITION TO THEIR REGULAR BUSINESS, SEVERAL OUT- 
STANDING SOCIAL FUNCTIONS. THE PRESIDENT’S BANQUET TO BE HELD 
ON APPRIL 29TH AND THE ANNUAL MEDICAL ASSOCIATION GOLF TOUR- 
NAMENT WILL HIGHLIGHT THE SOCIAL FUNCTIONS OF THE ENTIRE 
CONVENTION. 


CONVENTION TIME MARKS THE CLOSE OF ANOTHER YEAR OF THE 
ASSOCIATION’S WORK. IT IS WITH A GREAT DEAL OF PLEASURE THAT I 
LOOK OVER THE PAST YEAR AND PROUDLY ANNOUNCE SOME OF THE 
ACCOMPLISHMENTS OF THE CHAIRMEN OF THE VARIOUS COMMITTEES. 
IT IS NOT POSSIBLE IN THE SHORT SPACE TO PRAISE AND NAME EACH 
AND EVERY ONE OF THEM, BUT ALLOW ME TO CALL TO YOUR ATTEN- 
TION SOME OF THE OUTSTANDING ACCOMPLISHMENTS WHICH WERE 
NEW AND ENTIRELY DIFFERENT THIS YEAR. OUR SEMINARS HAVE BEEN 
HELD FOR THE PAST TWO YEARS. THIS YEAR, UNDER DR. MELICK, THE 
INNOVATION OF THE TELEPHONIC SEMINAR WAS ADDED. THIS CON- 
NECTED WINSLOW, PRESCOTT, PHOENIX, YUMA AND TUCSON AND 
PROVED TO BE A VERY ECONOMICAL MEANS OF DISSEMINATING MEDI- 
CAL INFORMATION. UNDER THE CHAIRMANSHIP OF DR. LAWRENCE, A 
TV PROGRAM, CALLED THE “M.D.’"S NOTEBOOK” WAS ORIGINATED FROM 
KPHO-TV. THIS, IN THE FIELD OF PUBLIC RELATIONS, HAS DRAWN CON- 
SIDERABLE FAVORABLE COMMENTS. THEN UNDER THE CHAIRMANSHIP 
OF DR. BREGMAN, THE CANCER COMMITTEE OF THE ARIZONA MEDICAL 
ASSOCIATION IN CONJUNCTION WITH THE AMERICAN CANCER SOCIETY 
WAS ONE OF THE OUTSTANDING SEMINARS OF THE ENTIRE SOUTHWEST. 


I WISH TO TAKE THIS OCCASION TO THANK EACH AND EVERY ONE OF 
MY COMMITTEE CHAIRMEN AND THE MEMBERS OF THEIR COMMITTEES 
FOR THE WHOLE-HEARTED COOPERATION WHICH THEY EXHIBITED THIS 
YEAR. I HUMBLY THANK THE WHOLE ASSOCIATION FOR ALLOWING ME 
TO PRESIDE DURING THE PAST YEAR. 


THOMAS H. BATE, M.D., President Arizona Medical Association 
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TT SERRE ne ee a 
CONTRIBUTORS 
The Editor sincerely solicits contributions of scientific 


articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
regard to construction, diction, spelling, and punctuation. 

2. Be guided by the general rules of medical wang, as 
followed by the JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION. (See MEDICAL WRITING by Morris Fish- 
bein.) 

3. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 

4. Read and re-read the manuscript several times to cor- 
rect it, especially for spelling and punctuation. 

5. Submit manuscript typewritten and double-spaced. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting. 

The Editor is always ready, willing, and happy to help 
in any way possible. 











EDITORIAL 
DANGER FROM ASTEROL 


Asterol (Roche) is a new anti-fungal drug, a 
benzothiazole derivative, which has proved to be 
highly effective in the treatment of various com- 
mon superficial fungous infections such as tinea 
capitis, tinea cruris, tinea pedis, etc. 


Attention is called to reports of toxic reactions 
which occurred in small children during topical 
therapy with Asterol. 1, 2, 3. These reactions, all 
of which occurred in children under four years 
of age, consisted of visual hallucinosis, depression 
of the functions of the sensorium, and tonic and 
clonic convulsions. Prompt recovery occurred in 
every case when use of the drug was discon- 
tinued. No deaths have been reported. 

The possibility of such reactions makes it un- 
wise for a physician to order the use of Asterol 
When used on limited areas 
however, the drug 


on small children. 

in older children or adults, 

seems to be perfectly harmless. 

1. Wilson, J. W., Levitt, H., Harris, T. L., and 
Heiligman, E. M.: Toxic Encephalopathy 
Occurring During Topical Therapy With 
Asterol. 

].A.M.A., 150:1002, Nov. 8, 1952. 

2. Hitch, J. M.: Neurotoxic Symptoms Following 
Use of Asterol Dihydrochloride. 

J.A.M.A., 150:1004, Nov. 8, 1953. 

3. Featherstone, W. M.: Convulsions Following 
Use of Asterol Dihydrochloride. 

J.A.M.A. 150:1006, Nov. 8, 1952. 


LETTERS TO THE EDITOR 


ON THE SAFETY OF SUPERFICIAL 
VOLTAGE X-RAY THERAPY 
To the Editor: 

I wish to comment on the safety of superfi- 
cial low-voltage x-ray therapy. We frequently 
hear remarks made by lay persons, and unfor- 
tunately also even by physicians, to the effect that 
superficial x-ray therapy is dangerous and should 
never be employed in benign dermatoses. Such 
remarks are indeed unfortunate, coming as they 
do from inexperienced and uniformed persons. 

The plain simple truth of the matter is that 
superficial low-voltage x-ray therapy as employ- 
ed in this day and age is not dangerous but is 
perfectly safe. To be convinced of this fact one 
merely needs to read the report of extensive stu- 
dies by Sulzberger et al. (Arch. Derm. and 
Syph. 65:639-650, June, 1952.) These authors 
conclude from their studies of 1000 cases treated 
over a period of 20 years, that “There is no 
roentgen ulcers, or any 


LOW- 


evidence that cancers, 
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other dangerous sequalae are produced, even 
with the largest doses which most dermatologists 
today consider permissible for benign dermatoses 
(total 1400r.)” 

These were careful and thorough studies. All 
physicians are urged to study this report com- 
pletely. They would then be in a position to 
refute statements about harmful effects of x-rays. 
And they would then see that it is the obliga- 
tion of the physician to recommend such treat- 
ment to many patients, rather than to withhold 
it because of ungrounded fears. 

Superficial roentgen-ray treatments as admin- 
istered according to standard accepted technics 
by experienced and careful operators are per- 
fectly safe. 

Louis G. Jekel, M.D. 
Phoenix, Arizona 


ITEMS OF INTEREST 
LOOK AT THE FINGER NAILS 


Pre-employment examinations are becoming 
more and more the order of the day. In many 
occupations the finger nails are important, and 
such conditions as absence, atrophy, extreme 
thinness, fragility, splitting, separation into lay- 
ers, detachment from the nail bed and long 
standing infections are serious handicaps. In a 
paper published in 1947 in the Journal A.M.A., 
the writer gives in detail all the organs to be 
examined before engaging the worker, but the 
nails were not even mentioned. A recent article 
in Industrial Medicine and Surgery calls atten- 
tion to the importance of examining the nails 
and recording their condition at the time of em- 
ployment. Good descriptive notes should accom- 
pany the examination record. This will protect 
the employer against false claims of occupational 
lesions. (Ronchese, Industrial Med. & Surg., 
Feb., 1953). 

W.W.W. 


EXPERT TESTIMONY 


Being called on to give expert testimony can 
be one of the most embarassing experiences a 
doctor undergoes. An article by McCord (In- 
dust. Med. & Surg., Feb., 1953) is well worth 
careful study by any doctor who anticipates be- 
ing called into court to give any sort of testimony. 
Do not say “it cannot happen to me” because you 
may be involved in an accident, or witness an 
accident, and there you are. In his professional 
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capacity, a doctor may be called on to testify as 
a “material witness” by appointment of the judge; 
he may be asked to testify as an “expert witness.” 
How to avoid the pitfalls of cross examination, of 
inadequate preparation, of the hypothetical 
question—are all discussed by Dr. McCord. Read 
it and profit. 

W.W.W. 


Heart Accidents and Compensation 

When a workman suffers a cardiac catastrophe 
while at work, the question immediately arises as 
to whether this is a compensible injury or not. 
This problem was discussed in a panel discussion 
on Heart Disease and Industrial Medicine, re- 
ported in Industrial Medicine and Surgery, Feb., 
1953, pp. 76-79. Mr. Wm. C. Hartman, an attor- 
ney of Cleveland, O., contributed the discussion 
on Compensation. He presented illustrations of 
what has been declared by courts to be injuries 
so far as heart cases are concerned. If a man is 
doing his usual and normal work and suffers a 
heart attack that is not an injury. If he is doing 
something unusual and has a heart attack, that 
is an injury. Falling, and suffering a heart attack 
because of the fall, is compensable. Some years 
ago, our Industrial Relations Committee were 
requested to decide an important question of this 
type. A janitor in the Capitol Building fell 
down a flight of stairs and was picked up dead. 
Up to the time of the fall he was doing his usual 
work. He was a cardiac case. Did his heart stop 
while he was doing his usual work—and the fall 
result because he was already dead? Or did the 
fall cause the heart to stop? In one case it would 
be non-compensable; if the other, his family 
would get death benefits. The Committee de- 
cided he was already dead before he fell. 

W.W.W. 





NOTICE 


ALL CONTRIBUTORS OF 
ARIZONA MEDICINE SHOULD 
HAVE THEIR MATERIAL IN THE 
JOURNAL OFFICE NOT LATER 
THAN THE 15th OF THE MONTH 
PRIOR TO PUBLICATION IN 
ORDER TO HAVE ARIZONA 
MEDICINE REACH ITS READERS | 
ON OR BEFORE THE 15th OF 
THE MONTH. 


Material arriving after that date will be published 
the following month. 
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RX,, DX., AND DRS. 
By GUILLERMO OSLER, M.D. 


There may be quite a bit about diseases of the 
lungs in this month’s column, but that is because 
quite a lot is available . .. The Twelfth VA-Army- 
Navy- Conference of CHEMOTHERAPY OF TU- 
BERCULOSIS was held in mid-February, and re- 
ported two weeks later . . . These conferences con- 
tinue to be amazing. More than 270 specialists were 
in attendance, most of whom paid their own ex- 
penses! The conference idea is one of the first real 
ventures for the production of accurate data, by a 
comparison of methods, using pilot studies and then 
co-operative summation, and being bound by ‘ran- 
domized’ selection of patients and routines ... 
The analysis of 85 papers gave the following items, 
—l. It is confirmed that three routines of treat- 
ment for tuberculosis by streptomycin and PAS are 
therapeutically equivalent. 2. The use of 1 gm of 
SM twice a week is adequate, but also conserves 
drug for more prolonged use before development 
of resistance. 3. Use of INH alone is abandoned, 
since use with SM and/or PAS delays resistance to 
it. 4. It is possible that INH-resistant bacilli may 
often not be virulent. 5. There is further evidence 
that bacilli recovered from closed necrotic lesions 
after long-duration chemotherapy are stainable 
but not alive at resection. This may be due to the 
drugs, but also to environment factors. 6. No final 
decision has been reached as to whether such 
‘healed’ lesions should be resected. 7. Antibacterial 
therapy should not be interrupted before its con- 
clusion, or before surgery, since re-treatment re- 
sults are not as good, and resistance is more com- 
mon, and complications at surgery are more seri- 
ous and frequent. 8. Erythromycin, terramycin, 
and mycomycin, have little to offer against TB. 
Viomycin is not to be studied further. Aldinamide 
(pyrazinamide) should be saved for a few weeks 
brief usage, perhaps as a protection during surgery. 
9. The use of SM, PAS, and INH together, in a 
‘triple-threat’ regiment, is not as yet approved as 
the best routine, but is being studied, and some 
think it to be logically best from the point of ef- 
fect and resistance. 10. The INH dose of 150 mg. 
per day seems as effective as 3000 mg., tho the 
latter is being studied further. 11. The “therapeutic 
target point” is considered to be closure of cavi- 
ties by planigraphy, conversion of sputum by cul- 
ture, and stability of x-rays for 6 additional 
months. Cases are to be treated to that point. 12. 
There shall be studies, by randomization, of pneu- 
moperitoneum and rest therapy, with a basic rou- 
tine of chemotherapy in use. 





Two special notations should be made about the 
ISONIAZID DRUGS, one good and one bad... 


The tedious injection of streptomycin into the spin- 
al canal of Tbc meningitis patients seems to be 
needless; the use of isoniazid by mouth, with its 
free passage from the blood into the spinal fluid, 
is more than equally efficient . . . Reports on the 
CNS stimulative effects of IPNH (iproniazid, or 
*“Marsalid’) have now included a fairly high inci- 
dence of psvchotic reactions, some of which have 
been persistent. We have seen one such reaction in 
a patient with an unstable psyche. 





The most unique COMBINATION OF DRUGS, 
just on the market, is a combination of 50 per cent 
streptomycin and 50 per cent dihydrostreptomycin. 
It results from the theory that the neuro-toxicity 
of the former is mostly vestibular and the latter 
auditory . . . Practice has shown that, over the 
same period of time, the combination has far less 
toxicity than either. The total dose of each is only 
half, and it is the total dose which is the chief toxic 
factor ... Sauibb makes it as ‘Distrycin,’ but spoils 
it for some drug purists by also making it up with 
one or two kinds of penicillin. 





Arizona does not shine in memberships in the 
American Board SUBSPECIALTY OF PULMO- 
NARY DISEASES—but then what state does? 
There are less than 120 who have been certified 
in the entire United States, and more than half 
of these were given diplomas at the start of the 
program in 1939... Arizona has only two who are 
certified in Pulmonary Diseases. One, from Phoe- 
nix, was certified on his outstanding record in 1937. 
The other, in Tucson, was certified by examination 
in 1945 ... Even tho certification in the subspec- 
ialty requires preliminary certification in Internal 
Medicine (a fairly rugged pair of exams), Arizona 
should have more members . . . Even without a 
university medical school as a stimulus we should 
do better. It is a top rank to aim at. 





An interesting contrast was presented by Dr. 
Esmond Long in the John Bell TB Lecture which 
he gave at Hennepin County, Minnesota. He des- 
cribed THE DISEASE AS IT IS SEEN IN A BIG 
CITY (Philadelphia clinic (the Phipps Institute) to 
people in a state where the disease is more uncom- 
mon and minimal . . . It should be a shock to 
Minnesotans, who have taken some very lofty at- 
titudes towards certain treatment and control 
methods. They reject BCG because it causes posi- 
tive tuberculin tests, and they can resect most of 
the lesions because they are so small... Dr. Long’s 
cases are still mostly far advanced. They still 
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have to live at home for months because of the 
lack of san beds. The Institute must try to control 
the disease by ambulatory or home chemotherapy, 
tho they know such a routine is faulty . . . Sounds 
like Snow White meeting the old witch. 





ROUTINE ADMISSION X-RAYS seem to be 
very logical for patients who enter general hospi- 
tals. Papers continue to be published on the value 
to diagnosis. All of the hospital and TB groups ad- 
vise it. The American Trudeau Society Committee 
for Program Development suggests to the N.T.A. 
that it should seek to promote such a program as 
its first future objective . . . Everybody is for it 
except the hospitals, apparently ... A recent sur- 
vey in Wisconsin gives only mild encouragement, 
since 22 hospitals have a program in use. How- 
ever, only 110 of the state’s hospitals replied: some 
of the 22 were filming only small percentages of 
the admissions; many hospitals do not yet examine 
their personnel members; and the increase in use 
of the method was only a small one in the past 5 
years ... There ought to be a law. 





The Public Health Reports have contained sec- 
tions on ‘COMMUNITY-WIDE CHEST X-RAY 
SURVEYS,’ with methods, records and reports, etc. 
Every step in the entire program was outlined, and 
it would seem almost inevitable that the results 
would come out the end of the machine in perfect 
order ... The results from dozens of large or even 
huge surveys have been published. They are 
loaded with accomplishment and large figures, but 
an analysis of the follow-ups reminds us that the 
plan was run by humans, dealt with human pa- 
tients, physicians, social workers, et al. They just 
don’t move like digits. They can be careless, re- 
bellious, get lost, and even sue the survey com- 
mittee. 





Forty years ago a famous public health slogan 
was “DON’T SPIT!” It has languished in favor of 
other approaches, and because the major reason 
(TB) is probably more often spread by closer con- 
tact ... Prevention of other ailments could profit 
by a revival of the slogan “If You have sputum, 
DON’T SPIT! You may have something more than 
bronchitis or the tobacco habit.” Desert (Valley) 
fever, if vou live in the southwest or parts of Cali- 
fornia, for instance. Histoplasmosis, if you live in 
the right part of south central United States ... 
personally I would applaud seeing a spitter have 
bad luck, such as slipping on a banana peel or get- 
ting a punch in the nose. 





Dr. Harold Trimble of Oakland, California is 
usually annalyzing the favorable results of pneu- 
moperitoneum; but he has recently (in Dis. of 
Chest) published the results of his pneumothorax 
cases .. . ‘His cases’ is the phrase used, since he 
only reports ‘adequated’ pneumothoraces, or those 
which have passed the barriers of ‘no space,’ ‘in- 
adequate space,’ etc., to the point of having cavi- 
ties absent and sputum absent or negative. Truly, 


ARIZONA MEDICINE 


April, 1953 


as he admits, ‘a picked group’. . . There is en- 
couragement for those who favor the definitive 
surgical measures. Of 444 cases, 120 did not reach 
voluntary discontinuance. In the 277 voluntary 
D.C.’s, 45 had reactivations of the disease. There 
were 35 deaths . . . It is only fair to say that these 
patients had no regular protection by chemo- 
therapy. 





Dr. Cabot Brown of San Francisco has finally 
published his research on the BEHAVIOR OF AIR 
VOLUME in the pleural and peritoneal spaces dur- 
ing rapid changes in altitude ... His methods were 
practical but at times bizarre, and make one en- 
vious of his imagination. One would think of using 
a pressure chamber, or even an airplane, but how 
many would use an elevator? His results indicate 
that Boyle’s Law is not applicable to air applied in 
pneumo-therapy (no reciprocal relationship be- 
tween gas pressure and volume) ... Ten patients 
were able to tolerate 10,000 ft. altitude without dis- 
comfort. The pneumo pressures did not follow the 
predicted levels. Dr. Brown believes that patients 
who are comfortable at sea level can safely fly in 
pressurized planes. 

Terramycin is now said to be effective in two 
situations where antibiotics with narrower spec- 
trums have had some success. Unfortunately the 
criteria of success must of necessity be vague .. . 
‘Infectious asthma’ is that which may flare follow- 
ing respiratory infections. Patients were given a 
supply of a dozen small doses, to be started if and 
when the wheezing began. Their asthma period 
was often shortened . . . Pertussis has been re- 
lieved in two respects—less whooping, and fewer 
secondary infections. 





Any physician who hasn’t seen the new method 
of advertising which PFIZER uses in the J.A.M.A 
should turn to the first portion of any recent jour- 
nal at once. The ‘SPECTRUM’ is a series of ten 
pages, broken up into new items, illustrations, ar- 
ticles (baldness, salicylates, cough, oil and medi- 
cine.), an editorial, etc. ... A few unobtrusive 
Pfizer advertisements are labelled and spotted in 
places where they do not interrupt ... Really an 
amazing concentration of interest, and good taste, 
and uniqueness. Here’s hoping they can swing it 
for a long time—and maybe swing some this way. 





The Pfizer ‘Spectrum’ reports on a new perso- 
nalized HOSPITAL PAGING SYSTEM, initiated 
by Charles Neergaard, a famous hospital consul- 
tant, and perfected by Al Gross, the inventor of 
the walkie-talkie. (It is now marketed for Royal- 
call, Inc., by the Standard Electric Time Co. of 
Springfield, Mass.) . . . Each physician picks up 
his own 12-ounce radio receiving set and slips it 
in his pocket as he checks into the hospital. The 
set is about 6x2x% inches in size, and has the 
doctor’s number on it ... When a message is re- 
ceived for him by the telephone operator, she 
presses a button at his number. His set gives off 
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Question quiz 





Do you know the answers? 


Q. How do doctors and hospitals 
benefit from the Hospital 
Benefit Association? 


A. Surgical and hospital bills in- 
curred by member-patients un- 
der their coverage are quickly, 
efficiently paid by the Associa- 
tion, thus cutting down paper 
work and collection problems 
of doctors and hospitals. 


Q. Does the Association cooperate 
with doctors and hospitals? 


A. Yes. The Association cooper- 
ates in every way possible. 
And it actively supports the 
standards of the medical pro- 
fession. 


Q. Are surgical fees paid to osteo- 
paths by the Association? 


A. No. HBA fees are payable only 
to duly licensed physicians, 
(M.D.’s). 


ee 
— 





Hospitals Welcome 
HBA Patients 


When members of the Hospital 
Benefit Association go to a hos- 
pital for treatment, they are sure 
of receiving immediate attention. 
This prompt admission, of course, 
enables doctors to provide quick- 
er, more effective treatment, espe- 
cially in cases of emergency. 


There are two important rea- 
sons for this fine, cooperative 
spirit: 

(1) hospitals know that bills in- 
curred by HBA members are sel- 
dom rejected because members 
are careful not to try to gain ad- 
mission for conditions not covered 
under their memberships; 


(2) hospitals appreciate HBA’s 
quick, efficient and direct pay- 
ment plan that relieves their staffs 
from collection problems. 


Report to President Shows 
Big Gains in U. S. Health, 


Shortage of Doctors, Nurses 


The recently issued report by the President’s Commission on the 
Health Needs of the Nation is an outstanding source of information on 
America’s health conditions. This 1,500-page report, entitled, “Build- 
ing America’s Health”, covers every important phase of the country’s 
health picture. Following is a summary of what the Hospital 
Benefit Association believes are some of the most pertinent facts in 
the report. 

e Death rate from tuberculosis in the first half of this century drop- 
ped from 194 down to 27 per 100,000 population. Death rate from all 
infectious diseases dropped from 676 per 100,000 population in 1900 
to 79 in 1949. 

e Maternal death rates have declined from 61 per 10,000 live births 
in 1915 to 9 in 1949. Infant mortality during the same period de- 
creased from 100 per 1,000 live births to 31. 

e Heart disease, cancer and cerebral accidents head the list of death 
causes. Fatal accidents are fourth. 


Need For More Medical Workers, Hospital Beds 


e There are now about 212,000 physicians, including those retired. 
e In 1952, U. S. medical schools graduated 6,100. Medical schools are 
unevenly distributed, giving people in some parts of the country 





much less opportunity for admis- 
HATS OFF! 


sion than others. 
e If all parts of the nation had 
The Arizona Medical Asso- 
ciation will hold its annual 


the same average physician-pa- 

tient population ratio as New 

meeting, April 26-29. Since last | England and the Central Atlantic 

year’s convention, the Arizona | states, by 1960 we would need 45,- 

medical profession has made | 000 more physicians than the pre- 
many gratifying achievements. 
The Hospital Benefit Asso- 


dicted supply. 
ciation heartily congratulates 


e There are now more than 365,- 
the Arizona Medical Associa- 


000 active nurses, but the short- 
tion and its members for such age by 1960 may exceed 50,000. 
outstanding performance. And 


e Paramedical workers are in 
it extends its best wishes for | such short supply that hospitals 








a most. successful meeting | report 18,000 vacant positions in 7 
again this year. of the important paramedical 
fields. 





e Provision of hospital care is 
now one of the ten top service 
industries. 


e 6,600 registered hospitals have 


HBA Articles Advise 
Members to See Doctors 


The Hospital Benefit Associa- 
tion believes that when people are 
well-informed about health mat- 
ters, they are more likely to seek 
prompt medical treatment when 
needed. 


In keeping with this idea, the 
HBA regularly publishes health 
articles by leading doctors in its 
bi-monthly Bulletin. And the As- 
sociation strongly urges members 
to “see your doctor” immediately 
if they have any symptoms of ill- 
ness. 


some 1% million beds and admit 
more than 18 million patients an- 
nually. 


e Using the Hill-Burton Act stan- 
dard of one bed for every 220 peo- 
ple, we need about 700,000 more 
general hospital beds. 


e Total expenses in 1951 for me- 
dical research were $180 million— 
an amount equal to three-tenths 
of one per cent of the nation’s de- 
fense budget—and less than the 
amount spent on monuments and 
tombstones. 
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a weak buzz which only he can hear and which 
he must cut off at the instrument. He then answers 
the telephone and resets his buzzer . . . This is 
similar to the more cumbersome paging radios we 
have described here for use while on calls. 





This is year-end SUMMARY TIME AT THE 
MAYO CLINIC, and the ‘Proceedings’ has several 
items of general interest ... About 75 per cent of 
the patients diagnosed as having primary carci- 
noma of the stomach underwent exploratory opera- 
tion. Gastric resection was performed on 60 per 
cent, and gastroenterostomy on 6 per cent... 
Vagotomy was done in 8 per cent of the operations 
for duodenal ulcer, with no variation in the past 4 
years . . . Operations on the biliary system and 
pancreas were performed on 1767 patients, with a 
‘hospital mortality’ of 1.3 per cent ... Deaths in 
this series from pulmonary embolism were less, in 
part due to the more frequent prophylactic use of 
dicomarol, 48 hours after cholecystectomy . . . 
Hyrdocortone (compound F) has been used on 
many types of painful joints and bursae, with fair- 
ly good relief in the bursitis cases. Results in osteo- 
arthritis are transient and poor. 





The Joint Commission on Accreditation of Hospi- 
tals is ‘in business’ as of Jan. 1, 1953... . You may 
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have missed the end of the ruckus which started a 
couple of years ago, when it seemed that one or- 
ganization was about to hijack a procedure which 
had been the property of another. The end was 
quiet and diplomatic, and it looks like a ‘good 
deal’... The American College of Physicians, the 
A.C. of Surgeons, the Am. Hospital Ass’n., the 
A.M.A., and the Canadian Med. Ass’n. are com- 
bined to do the job, with a certain number of votes 
apiece (3-3-7-6-1), a director (Edwin L. Crosby, 
M.D.,) and a headquarters in Chicago. 





A suggestion that ‘cat-scratch fever’ could be due 
to (or mistaken for) tularemia comes from Connec- 
ticut . .. Woodworth reports a case, treated succes- 
sfully with Terramycin, which developed agglutin- 
ins for P. Tularensis ... Two of the other seven 
cases of tularemia in the state resulted from con- 
tact with cats, one from a scratch ... This may be 
a coincidence, or could be a lead. 











ANNOUNCING 


$300 a Month for Accident 
up to 5 years 


$2,500 Accidental Death 
Through Age 49—$49.80 


1. Non-payment of premium 
2. Retirement from practice 


SIMIS INSURANCE 


DWIGHT McCLURE 
Telephone ALpine 3-1185 





Your Official Professional 
Group Accident and Sickness Plan 


Approved and recommended by Council Of 


THE ARIZONA MEDICAL ASSOCIATION, INC. 


Provides Maximum Protection at Minimum Cost 
World Wide Coverage 


IT PAYS YOU: 
$300 a Month for Sickness 
up to 2 years 


$10,000 Dismemberment 
& Loss of Sight 


LOW SEMI-ANNUAL PREMIUMS 
Ages 59 to 60—$56.60 
NO AGE LIMIT FOR RENEWAL 


Policy Cannot Be Terminated Except For 
For additional information and official application contact 


State Representatives 


NATIONAL CASUALTY CO. 


GEORGE B. LITTLEFIELD 


$7.00 a Day for Hospital 
Plus $25 for Miscellaneous 
Expenses. 
$5.00 a Day for Graduate 
Nurse, at home. 


Ages 60 to 65—$70.05 


3. Loss of membership in Association 
4. Termination of master policy 


SERVICE AGENCY 


W. J. WINGAR 
407 Luhrs Building, Phoenix 
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YOUR GROUP ACCIDENT AND 
HEALTH PLAN 


The result of our recent insurance survey 
showed that the majority of members favored 
Group Accident and Health Insurance on a state- 
wide basis. The Medical Economics Committee 
surveyed available plans and selected the pro- 
gram of the National Casualty Company of De- 
troit, Michigan. The report of this Committee 
was unanimously accepted by your Council. 


Three fundamental factors motivated your 
Council to approve this Group Accident and 
Health plan. 


1. To offer Income Protection to all eligible 
members with THE SAME MAXIMUM BENE- 
FITS TO EACH ELIGIBLE DOCTOR, regard- 


less of past medical history. 


2. To provide a contract which may remain in 
effect AS LONG AS THE MEMBER REMAINS 
IN THE PRACTICE OF MEDICINE. 


3. To secure STATEWIDE protection thus 
SERVING ALL 14 COUNTIES ON THE SAME 
BASIS. 


The Plan has been developed to offer our 
membership a service—and its purpose is the pro- 
vision of a substantial emergency income to take 
the place of that lost when unforseen accidents 
and sicknesses occur. This is YOUR plan off- 
cially sponsored by The Arizona Medical Asso- 
ciation, Inc. 


ALL MEMBERS UNDER AGE 65 ARE 
ELIGIBLE FOR MAXIMUM BENEFITS OF 
$300.00 PER MONTH, REGARDLESS OF 
PAST MEDICAL HISTORY AND PRE-EXIST- 
ING CONDITIONS. THE INSURANCE MAY 
BE CONTINUED AS LONG AS A MEMBER 
IS IN ACTIVE PRACTICE. THERE IS NO 
AGE LIMIT FOR RENEWAL. 


You have all received a letter and a brochure 
showing the details of coverage and rates to- 
gether with an application. Your Council rec- 
ommends that you take advantage of this op- 
portunity and if you have not already taken the 
time to complete your application, please do so. 
This will attain a high place among the many 
services The Arizona Medical Association, Inc., 
offers to its members. 


Thomas H. Bate, M.D. 
President 
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PIMA COUNTY MEDICAL SOCIETY 


On March 10th, 1953, the following physicians 
were elected to membership in Pima County 
Medical Society: 


James Mcllroy Fritz, M.D. Dr. Fritz is cer- 
tified by the American Board of Surgery, and 
will do General Surgery, with a sub-specialty of 
Thoracic Surgery. 


Delbert William Hess, M.D. 
do General Practice. 


Dr. Hess will 


Ursus Victor Portmann, M.D. Dr. Portmann 
is certified by the American Board of Radiology, 
and will practice Therapeutic Radiology. 


At our March 10th regular meeting we had a 
very excellent speaker in Louis J. Regan, M.D., 
LL.B., Legal Advisor to the Los Angeles County 
Medical Association. His subject was “Problems 
of Medical Ethics and Jurisprudence” and I can 
truthfully say I believe everyone enjoyed hear- 
ing him. 

W. B. Steen, M.D. 
Secretary-Treasurer 
Pima County Med. Soc. 


OBSOLETE DIATHERMY 
APPARATUS 


After June 30, 1953, it is unlawful to operate 
nonconforming diathermy apparatus. The Fed- 
eral Communications Commission has been most 
cooperative with the medical profession and 
manufacturers by extending for one year the 
deadline for replacing nonconforming diathermy 
equipment. After June 30, 1953, all outmoded 
diathermy equipment used for therapeutic pur- 
poses must meet the requirements of the Federal 
Surgical diath- 


Communications Commission. 


ermy apparatus is exempt. 


Information coming to the Council on Phy- 
sical Medicine and Rehabilitation indicates that 
there are a relatively large number of noncon- 
forming diathermy apparatus being used in de- 
partments of physical medicine, in hospitals, in 
related institutions, and by physicians in their 
offices. To avoid a last-minute rush for equip- 
ment, physicians are advised to look into the 
available supply. A list of accepted diathermy 
apparatus may be obtained by writing to the 
Council on Physical Medicine and Rehabilitation 
at 535 North Dearborn St., Chicago 10, III. 
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Prescription Facts For Your Information 


TOTAL PRESCRIPTION VOLUME IN 1952 WAS $990,164,000 NATIONALLY— 
ARIZONA’S PORTION OF THIS WAS $5,493,291.75. 

TOTAL NUMBER OF PRESCRIPTIONS FILLED IN 1952 WAS 419,447,000, AN 
AVERAGE OF 2,152 PRESCRIPTIONS PER DOCTOR, BASED ON THE 117,000 
DOCTORS IN THE COUNTRY. IN ARIZONA WE FILLED A TOTAL OF 2,327,666 
PRESCRIPTIONS FOR AN AVERAGE OF 8,254 FOR THE 282 PHARMACIES 
IN THE STATE (THIS DOES NOT INCLUDE MEDICATION AND PRESCRIP- 
TIONS FURNISHED BY THE 15 MAJOR HOSPITAL PHARMACIES). 

THE AVERAGE PRICE OF ALL PRESCRIPTIONS IN THE COUNTRY WAS 
$2.36, AN INCREASE OF 4.9 PER CENT OVER THE 1951 AVERAGE OF $2.25. 
BASED ON THIS NATIONAL AVERAGE, THE PHARMACIES OF THIS STATE 
RECEIVED AN AVERAGE DOLLAR VOLUME OF $19,479.75 DURING THE 
YEAR. THIS FIGURE ACCOUNTED FOR 22.9 PER CENT OF THE TOTAL 
VOLUME OF BUSINESS DONE BY EACH STORE. 

THE RATIO OF REFILLED PRESCRIPTIONS TO NEW PRESCRIPTIONS 
FILLED WAS 36.3 PER CENT IN 1952. 

1952 SHOWED A 9.3 INCREASE IN PRESCRIPTION WRITING WITH 25.1 PER 
CENT OF THE TOTAL PRESCRIPTIONS WRITTEN BY SPECIALISTS AND 
74.9 PER CENT WRITTEN BY GENERAL PRACTITIONERS. 

ANTI-INFECTIVES TOPPED ALL OTHER PRESCRIPTIONS DURING THE 
YEAR IN NUMBERS FILLED (18 PER CENT), FOLLOWED BY SEDATIVES 
(9.1 PER CENT), DERMATOLOGICS (6.9 PER CENT), ANALGESICS (6.4 PER 
CENT), AND ANTI-SPASDOMICS (6.3 PER CENT). THESE FIVE CATEGORIES 
ACCOUNTED FOR ABOUT ONE-HALF OF ALL PRESCRIPTIONS FILLED. 
THAT THE ANTI-INFECTIVES WERE LAST YEAR’S TOP PRESCRIPTION 
TYPE WILL SURPRISE NO ONE. THIS CATEGORY LARGELY INCLUDES THE 
ANTIBIOTICS AND THE SULFA DRUGS. BUT IT MAY COME AS A SUR- 
PRISE TO MANY OF YOU TO LEARN THAT THE SEDATIVES-HYPNOTICS 
CATEGORY TOTALLED NO MORE THAN 9.1 PER CENT OF ALL PRESCRIP- 
TIONS FILLED. ANOTHER ITEM OF NOTE IS THAT EYE SPECIALISTS AC- 
COUNT FOR A GREATER PROPORTION OF ALL PRESCRIPTIONS WRIT- 
TEN IN THEIR FIELD (66.2 PER CENT) THAN IS CREDITED TO SPECIALISTS 
IN ANY OTHER FIELD. OF THE 26 PRESCRIPTION TYPES WE HAVE A 
BREAKDOWN ON, EXACTLY EIGHT CARRIED AN AVERAGE PRICE LAST 
YEAR HIGHER THAN THE NATIONAL $2.36 AVERAGE, BUT THESE EIGHT 
CONSTITUTED 40.8 PER CENT OF ALL PRESCRIPTION NUMBERS AND 56.6 
PER CENT OF TOTAL PRESCRIPTION DOLLARS. 

ANTI-ARTHRITICS AVERAGE COST WAS THE HIGHEST OF ALL PRE- 
SCRIPTIONS FILLED, AVERAGING $5.76 PER Rx. THIS WAS CLOSELY FOL- 
LOWED BY THE ANTI-INFECTIVES AT $3.42, SEX HORMONES $3.38, THERA- 
PEUTIC VITAMINS $3.37 AND ON DOWN TO NOSE PREPARATIONS WHICH 
AVERAGED $1.30. 

WE HOPE SOME OF THESE FIGURES WILL ANSWER MANY OF THE QUES- 
TIONS YOU MAY HAVE IN YOUR MINDS REGARDING PRESCRIPTION PRIC- 
ING. SHOULD YOU WISH ANY FURTHER BREAKDOWNS, ON ANY TYPE 
OF MEDICATIONS, WE SHOULD LIKE TO HAVE YOU CONTACT OUR AS- 
SOCIATION OFFICE. THE NATIONAL FIGURES USED CAME FROM VARIOUS 
SOURCES ASSEMBLED BY THE AMERICAN DRUGGIST MAGAZINE, AND, 
WE BELIEVE, ARE QUITE FACTUAL. THE ARIZONA FIGURES WERE AS- 
SEMBLED BY THE STATE BOARD OF PHARMACY FROM OUR INDIVIDUAL 
STORES. THE PHARMACISTS OF ARIZONA ARE DEEPLY APPRECIATIVE 
OF THE SUPPORT THEY HAVE RECEIVED FROM THE MEMBERS OF THE 
MEDICAL FRATERNITY AND WANT THEM TO KNOW PHARMACY WILL 
CONTINUALLY STRIVE TO MERIT THE CONFIDENCE REPOSED IN THEM. 
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DIAGNOSTIC X-RAY 


CLINICAL PATHOLOGY 
ELECTROCARDIOGRAPHY 


R. Lee Foster, M.D., Director 





PROFESSIONAL X-RAY AND CLINICAL LABORATORY 


507 Professional Bldg. 
Phoenix, Arizona 
Phone ALpine 3-4105 


AND 


MEDICAL CENTER X-RAY AND CLINICAL LABORATORY 


1313 North 2nd Street 
Phoenix, Arizona 
Phone ALpine 8-3484 


RADIUM THERAPY 


John W. Kennedy, M.D., Radiologist 
W. W. Watkins, M.D., Radiologist 

Diplomates of American Board of Radiology 

Lorel A. Stapley, M.D., Consultant Pathologist 


X-RAY THERAPY 


TISSUE PATHOLOGY 
BASAL METABOLISM 








AMA REVISES THE “ESSENTIALS 
OF AN APPROVED INTERNSHIP” 


An Advisory Committee on Internship, ap- 
pointed by the Council on Medical Education 
and Hospitals in the fall of 1951, conducted a 
study in the past year reviewing the internship in 
its broadest aspects. As a result of its study the 
Advisory Committee recommended revisions in 
the “Essentials of an Approved Internship” which 
were ratified by the AMA’s House of Delegates 
in December. 


Among the changes in the requirements for 
hospitals offering intern programs were the fol- 
lowing: Approval by the Joint Commission on 
Accreditations of Hospitals; bed capacity in- 
creased to 150, excluding bassinets; annual ad- 
missions increased to 5,000, exclusive of the new- 
born, and the autopsy rate increased to 25 per 
cent. 


Under these revisions the Council will approve 
rotating and mixed internships and straight in- 
ternships in these specialties—internal medicine, 
pediatrics and surgery. Straight internships in 


pathology and obstetrics-gynecology will no long- 
er be approved. 

The revised “Essentials” became effective 
January 1 for new approvals. The autopsy rate 
of 25 per cent became effective for all hospitals 


January 1. 
A.M.A. News Notes 





Registered (Arizona) Pharmacist 
Wants Hospital Work, or will finance, Install and 
operate Ethical Prescription Shop In Clinic, 
Hospital or Physicians’ Group. 


FOR INFORMATION WRITE 
Arizona Medicine fener 
424 Heard Bidg. 

112 N. Central Avenue 
Phoenix, Arizona 








ARIZONA LIBRARY BINDING 
COMPANY 


Binders of Medical Journals and Books 
We Pay Freight Charges on Return Shipments 
Prompt Service 


Arnold A. Couturier 


307 West Monroe — Phone ALpine 3-1861 
Phoenix, Arizona 
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AMA TO CONTINUE STUDY OF 
DOCTOR DRAFT LAW 


The AMA’s House of Delegates voted in De- 
cember to “continue to support whatever mea- 
sures are necessary to provide essential medical 
care to the armed services.” 


The House further authorized and directed the 
Board of Trustees and the Council on National 
Emergency Medical Service (1) to follow closely 
all developments both national and international 
which might affect the quantitative require- 
ments for medical officers in the armed forces, 
and (22) to support legislation to provide the 
number of medical officers required to care ade- 
quately for the health needs of the uniformed 
armed forces. 


The House recommended that the President 
of the United States be requested to defer any 
call-up of priority 3 physicians under Public Law 
779 until the Selective Service System and the 
Department of Defense have completed process- 
ing all physicians in priorities 1 and 2, except for 
physicians in those groups whose deferment is 
essential to the nation’s health. 


Careful study also is to be given in the ensuing 
months to—physical requirements for medical 
officers so that physicians with physical defects 
may be utilized; more effective recruitment meth- 
ods for career personnel in military medicine; 
greater use of civilian physicians and hospital 
facilities in the care of both military and non- 
military personnel and their dependents; uniform 
conditions of service to avoid undue competition 
for medical personnel, and consideration of an 
equitable point system in the induction of physi- 
cians into the armed services. 





RADIUM and RADIUM D+E 


(Including Radium Applicators) 


FOR ALL MEDICAL PURPOSES 
Est. 1919 
Quincy X-Ray and Radium Laboratories 


(Owned and Directed by a Physician-Radiologist) 


Harold Swanberg, B. S., M. D., Director 


WwW. C. U. Bldg. Quincy, Illinois 











April, 1953 





Park Central 
Medical Building 


Phoenix 
Five Fifty West Thomas Road 


See for yourself the many features of- 
fered the Medical profession in a building 
designed exclusively for professional oc- 
cupancy. 


Your inspection invited—For appointment 
telephone AMherst 6-8416 


E. A. Hamilton, Designer and Manager 
A Limited Amount of Space Available 


Date of occupancy June Ist, 1953 











Insidious Stranglehold On 
Medical Freedom 

In the Foreign Letters section, page 313, of 
this weeks’ (January 24) A.M.A. Journal, there 
is a very disturbing article which relates how 
the medical profession in Argentina has lost its 
last remnants of freedom. 

It is tragic that physicians practicing in a so- 
called republic so close to the United States find 
their wrists shackled tighter than probably any- 
where else in the world, with the possible ex- 
ception of Russia. 

The article states that last year the Argentine 
congress passed a law authorizing President 
Peron to reorganize the National Academies of 
Medicine, some of them more than a century 
old. The reason: all institutions must conform 
to the ideals of the Peronistic revolution. 

The article contains this disheartening para- 
graph: 


“From now on the academies are no longer 


free corporations, but institutions directly sub- 
mitted to the President of the Republic. The 
last remnant of academic freedom in Argentina 
thus appear to have been swept away.” 
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Continuing, the article says: 

“The police can oblige any physician to assist 
a patient if he has refused to do so. The phy- 
sician cannot leave the city or stop his profes- 
sional activities without permission from the Pub- 
lic Health Ministry. .. . The physician must obey 
all the orders on his medical service issued by 
the professional colleges, the professional cor- 
porations, or the Ministry of Health. All infrac- 
tions of the law or lack of obedience will be 
punished by fines, imprisonment (one to six 
months), or retirement of professional license. 

“A new law on the exercise of the medical pro- 
fession was approved by the house and the sen- 
ate of the province of Entre Rios and promul- 
gated by the governor. The new law of 316 
articles has produced surprise and alarm in the 
medical profession of Argentina. . . . 

“The present rules for all scientific societies 
provide that 15 days or more before the meetings 
take place, there must be requested permission 
from the police to whom there must be sent the 
list of speakers and the title of papers to be re- 
ported. A policeman, sergeant, or officer of the 
police is present during every scientific meeting. 
Up to now all medical societies have obtained 
this permission in due time and have functioned 
without interference of any kind. Recently, 
however, some other important cultural institu- 
tions have not been allowed by the police to 
have their meetings, and for this reason their 
activities have stopped.” 

A.M.A. Secretary's Letter 





Complete set of Orthopedic Books for sale. 


Reasonable 


RALPH E. MUELLER, M.D. 


1000 E. Camelback Road 


Phoenix, Arizona 
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In very special cases 
A very 
superior 


Brandy 






84 PROOF 


Specify 


x ** 


COGNAC BRANDY 


For a beautifully illustrated book 
on the story of Hennessy, write— 


Schieffelin & Co., Dept. HT, 30 Cooper Square, N.Y. 54 











Our members are dairymen whose busi- 
ness is supplying good milk for 


(deBsteRS) 


milk and milk products. 

We are aware of the importance of good 
milk to good health and of our obligation 
to supply a product which will merit your 
confidence. 


ARIZONA MILK PRODUCERS 
422 Heard Building Phone ALpine 3-0893 














ATTRACTIVE OFFICE SUITE FOR RENT 
Suitable for Doctors and Accountants Offices 


Available In June 


J. CITRON, D.S.C. 


311 W. McDowell Rd. — Phoenix, Arizona 


METAL OFFICE FURNITURE 
G. F. STEEL DESKS 
ALUMINUM CHAIRS 

CARDINEER ROTARY & VICTOR 
VISIBLE FILES 


Heinze Bowen & Harrington, Inc. 


228 West Washington St. 


Phone ALpine 4-4179 
PHOENIX ARIZONA 
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NURSE RECRUITMENT 

The recruitment of nurses is a new project 
which the Woman’s Auxiliary to the American 
Medical Association has promoted this year on 
a national, state, and county level. The project 
was entered into because our country is faced 
with an appaling shortage of nurses. Both mili- 
tary and civilian population are affected by this 
shortage. 

Since the Woman’s Auxiliary is in such close 
contact with the medical profession it is only na- 
tural that they should work on the program in 
their own community. 

Arizona is far ahead of many of the states in 
the program, because they have been quite active 
for the past five years. A nurses loan fund was 
established in 1950 on a state level and loans 
were available which were adequate for a train- 
ing period of 3 years. This Loan Fund has stimu- 
lated great interest in some counties, and inten- 
sive search has been instituted to find girls who 
were worthy of the scholarship. 

For the last two years, Gov. Pyle has pro- 
claimed a State Nurse Recruitment Week. At 
this time many hospitals have “open house” in- 
viting Junior and Senior high school students to 
attend. Usually the Supt. of Nurses or Hospital 
nurse explains the requirements for students en- 
tering the nursing school and positions awaiting 
their graduation. This is not limited to girls alone. 
Young men are also asked to participate as there 
is indeed a lack of male nurses. 

Five of the seven auxiliaries in the state have 
organized “Future Nurses Clubs.” These clubs 
are established in the freshman year of high 
school so that the student will have the required 
credits for entrance into an accredited nursing 
school. 

The Maricopa Auxiliary and the Nurses As- 
sociation sponsored and made a float which ap- 
peared in the Salad Bowl on New Year’s Day. 
“Career with a Future” was the theme. It was 
most effective with a hugh replica of a nurses 
cap and a diploma. Consciousness of the need for 
nurses and of the career of nursing was estab- 
lished in the minds of many people by this effort. 
Interest can be stimulated in civic, professional 
and women’s organizations by sending good 
speakers from the Medical Auxiliary or nurses 


speaking bureaus to promote a scholarship within 
their group. There are many worthy girls who do 
not have the means to further themselves in this 
profession, who would be greatly helped by the 
scholarship and in turn contribute to the honor- 
able profession of nursing. 

Mrs. Roy Hewitt, 

State Chairman, Health Education 

Tucson, Arizona. 


INVITATION TO PHYSICIAN’S 
WIVES 
To All Physician’s Wives: 

I believe there must be an appealing way to 
issue an invitation. But I can’t seem to find it. 
You deserve the best. You give the best. Every 
County Auxiliary, in turn, has gone out of it’s 
way to welcome State Officers this winter. The 
effort has not been in vain. We have found an 
understanding in working and playing together. 
A warm friendliness has resulted. As our good 
friends now we invite you to the Annual 
Meeting. 

With senses alive to beauty, someone planned 
the Medical Convention for the heady month of 
April. How well timed. School is still in session, 
so Mothers CAN get away. Spring is in the air 
so Mothers WANT to get away. Do come. The 
evening will be real fun. And the days reports 
will make you real proud when you learn the 
amount and kind of business carried on by mere 
women. 

Cordially, 
Ruth E. Schoffman 
State President 





Monty Lebert’s Nursery 
And 
Flower Shop 
Artistic Flower Arrangements for Every Occasion 
* te e 


Assorted Potted Plants 
Dish Gardens 
Beautiful Ceramics 


We Specialize In Planter Box Materials 


531 W. Thomas Road Phone CR 4-0211 
Phoenix, Arizona 
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Medical Arts Bldg. Telephone 
543 E. McDowell Rd. ALpine 8-1601 
PHOENIX, ARIZONA 


“The Diagnostic Laboratory 


A Complete Analytical and Laboratory Service To The Medical Profession of Arizona 











ee 








Protein Bound Iodine Streptolysin Titres Radiography 

Blood Cholinesterase Rh Antibody Titres Pelvimetry 

17-Ketosteroids Quantitative Serology Electrocardiography 

Corticosteroids Heterophile Titres Basal Metabolism 

Phophatases Autogenous Vaccines Vital Capacity 

Vitamin Determinations Hematology Salpingograms 

Blood Volume Bacteriology Cholecystograms 

Blood pH Values Parasitology Bronchograms 

Electrolytes Gastric Analysis Gall Bladder Series 

Toxicology Friedman Tests G.I. Series 

Autopsies Frog Pregnancy Tests Pyelograms 

Papanicolaou Stains Mycology Myelograms 

Liver Function Tests Enzyme Chemistry Cystograms 

Porphyrins Spectroscopic Analysis Electrometric Analysis 
Maurice Rosenthal, M.D. Douglas D. Gain, M.D. Ernest H. Price, M.D. George Scharf, M.D. 
Diplomate, American *® Diplomate, American <@ Diplomate, American <@ Diplomate, American 
Board of Pathology Board of Radiology Board of Radiology Board of Pathology 














SANATORIUM AND REST HOMES DIRECTORY 








BUTLERS REST HOME 
UTLERS RES LA SIESTA LODGE 

® Bed Patients and Chronics. 

e@ Excellent Food. A clean and comfortable Rest Home 

+ ian. 1032 E. Camelback Rd. — Phoenix, Arizona 
802 N. /th St. Phoenix, Arizona 


Telephone AL 3-2592 Telephone AM 6-7478 

















THIS SPACE FOR SALE THIS SPACE FOR SALE 
FOR INFORMATION AND RATES FOR INFORMATION AND RATES 
write to write to 


ARIZONA MEDICINE ARIZONA MEDICINE 


426 Heard Bldg. 424 Heard Bldg. 
Phone ALpine 2-4884 Phone ALpine 2-4884 
PHOENIX, ARIZONA PHOENIX, ARIZONA 
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SANATORIUM DIRECTORY 
LIVERMORE SANITARIUM 


* The Hydropathic Department 
devoted to the treatment of gen- 
eral diseases, excluding surgical 
and acute infectious cases. Special 
attention given functional and or- 
ganic nervous diseases. A well 
equipped clinical laboratory and 
modern X-ray Department are in 
use for diagnosis. 














* The Cottage Department (for 
mental patients) has its own fa- 
cilities for hydropathic and other 
treatments. It consists of small 
cottages with homelike surround- 
ings, permitting the segregation of 
patients in accordance with the 
type of psychosis. Also bungalows 
for individual patients, offering 
the highest class of accommoda- 
tions with privacy and comfort. 





GENERAL FEATURES 
1. Climatic advantages not excelled in United States. Beautiful grounds and attractive surrounding country. 
2. Indoor and outdoor gymnastics under the charge of an athletic director. An excellent Occupational Department. 
3. A resident medical staff. A large and well-trained nursing staff so that each patient is given careful individual attention. 


Information and circulars upon request. CITY OFFICES: 
Address: O. B. JENSEN, M.D. 
Superintendent and Medical Director SAN FRANCISCO OAKLAND 
LIVERMORE, CALIFORNIA 450 Sutter Street 1624 Franklin Street 
Telephone 313 GArfield 1-5040 GLencourt 1-5988 




















SANATORIUM AND REST HOMES DIRECTORY 





HILLCREST SANATORIUM 


Aged and Convalescents only. 

Cheerful Private Rooms. 

Reasonable Rates. 

24 Hour Nursing Service. 

Non-Contagious — Non-Alcoholics — Non-Addicts. 


Phone 4-1562 
No. 3rd Ave & Adams Tucson, Arizona 


McKEE REST HOME 


Aged & Convalescents — Home-like Atmosphere 


24 Hour Nursing Care 


Good Meals 
644 E. 4th Street — Phone 4-1971 — Tucson, Arizona 











HIGHLAND MANOR 
(Mr. & Mrs. Marley Karns) EVANS REST HOME 


® Convalescent. 5255 N. 48rd Avenue, Glendale, Arizona 
e Personalized Diets. Telephone ALpine 4-6511 or Glendale 8335 
° 24 Hour Nursing Care. Ethical — Efficient 
e Located in a Quiet Zone. 24 hour care for YOUR patients 

1411 E. Highland Ave. Phoenix, Arizona 


Telephone AM 5-2552 Any non-contagious case treated as you direct 
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ARIZONA'S FINEST SANATORIUM 
FOR NON-CONTAGIOUS DISORDERS 


Open Medical Staff AMherst 6-7238 


Flexible rates 
Open all year 5055 N. 34th St. 


Your inspection invited Phoenix 


Location: East Camelback Road and North 34th St. 
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SANATORIUM AND REST HOME DIRECTORY—(Cont’d) 

















ALCOHOLISM 

There is, today, a rapidly increasing, nation-wide VALLEY OF THE SUN REST HOME 
awareness of alcoholism as a disease, as a major health PHOENIX. ARIZONA 
problem and as a responsibility of the medical pro- ' 
fession. 

Physicians hen ughout the country are recognizi g 126 W. Maryland AMherst 5-3055 
the need of special facilities for the proper care an Bed Patients — Convalescents 
treatment of the victims of this disease. Accommodations for Aged and Confused 

In THE FRANKLIN Phoenix has a modern center 
for care and treatment of acute and chronic cases 
of alcoholism. THIS SPACE FOR SALE 

All treatment at THE FRANKLIN is under the FOR INFORMATION AND RATES 
supervision of a licensed physician. Patients may dies @ 

; e to 


— oe ge y or may be attended by a 
staff physician of THE FRANKLIN. 
' ARIZONA MEDICINE 
Nursing care is continuous, 24 hours a day, under 
supervision of a registered nurse; with a staff of un- 424 Heard Bldg. 
derstanding, experienced people. PHOENIX. ARIZONA 


Hospital License No. 71 








THIS SPACE FOR SALE 

























The Franklin Hospital, FOR INFORMATION AND RATES 
Inc. write to 
ALCOHOLIC PROBLEMS - EXCLUSIVELY 
367 N. 2lst Ave., Just Above Van Buren ARIZONA MEDICINE 
Telephone ALpine 3-4751 424 Heard Bldg. 
Phoenix, Arizona PHOENIX. ARIZONA 
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MEDICAL STAFF 
CHARLES W. THOMPSON, M.D., F.A.C.P., Director 
CLIFTON H. BRIGGS, M.D., F.A.C.S., Associate Director 
ETHEL FANSON, M.D. CARLOS F. SACASA, M.D. 
DOUGLAS R. DODGE, M.D. HERBERT A. DUNCAN, M.D. 

KENNETH P. NASH, M.D. 









XUN 











XU 


M 


Vol. 10, No. 4 


Fe 





ARIZONA MEDICINE 


SANATORIUM AND REST HOME DIRECTORY—(Cont‘d) 








GLENDALE NURSING HOME 


Arizona newest, modern nursing home. 

e Convalescent 

e Custodial 

e 24 Hour Nursing Care 

e Special diets. Quiet 

Lat. 163%4 and Glendale Avenue 
Phones: AMherst 6-7001 — YEllowstone 7-7064 

Glendale, Arizona 
(Ray and Ruth Eckel) 


DESERT REST HOME 


Convalescent Tubercular 


e Reasonable Rates 
e 24 Hour Nursing Care 
e Excellent Care 
409 E. Townley Ave. — Phone WIndsor 3-3689 
Phoenix, Arizona (Sunnyslope) 
(Ray and Ruth Eckel) 








AMBULANCE DIRECTORY 





MEDICAL SUPPLY DIRECTORY 





A & A AMBULANCE CO. 


Tucson’s Only Exclusive Ambulance Service 
Oxygen Therapy 
Day or Night 
PHONE 3-3645 


405 North 9th Ave. Tucson, Arizona 





ARIZONA MEDICAL SUPPLY CO. 
PHONE 3-7581 
1025 E. Broadway — Tucson, Arizona 


Martin O. Kerfoot Geo. F. Dyer 





Telephone Answering Message Service 





Physicians’ & Surgeons’ Exchange 
Many Years of Experience In Serving Doctors 
and Nurses 
“Radio Telephone Service 
2 Offices at Your Service — 24 Hours Daily 
207 E. Pennington 3232 E. First St. 
(Main Office) (East Branch) 
Phone 3-3601 Phone 6-2461 
Irene O. Bowen John H. Leecing 


Tucson, Arizona 


GENERAL 


Message and Reminder Service 
ALpine 8-2521 
24 Hour Confidential Service — Bonded 


128 N. Ist Ave. — Phoenix, Arizona 








HOSPITAL DIRECTORY 





Stork’s Nest Maternity Lodge 
(Licensed and Certified. A-1 Rating) 
e Complete service for mother and infant. 
e New. Recently opened to the public. 
e 24 hour service. Quiet and homelike. 
« oy equipped to give safe delivery of 
babies. 
e Trained staff. Inspection invited. 
e Private and semi-private rooms. 
North Central Ave. near Northern 
Phone 471 — Glendale, Arizona 


DRUGGIST DIRECTORY 








THIS SPACE FOR SALE 
write to 


ARIZONA MEDICINE 
424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 











SOLANO PHARMACY 


7tth Ave. & Bethany Home Rd. — CR 4-2452 


MELROSE PHARMACY 


4320 N. 7th Ave. AM 5-8411 
PHOENIX 











CREIGHTON PHARMACY 
Telephone BR 5-2441 
2345 E. McDowell Rd. — Phoenix, Arizona 


CHARLES E. BILL M. GERTRUDE BILL 
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WAYLAND’S 


Ww 


Wayland’s Prescription Pharmacy 
13 E. Monroe Street 
Phone ALpine 4-417] 


PHOENIX, ARIZONA 


Ww 


FREE DELIVERY 





MARTI BRUC CA. 


28 Registered Pharmacists 


Tucson Casa Grande 

















PRESCRIPTION 


Complete line of 
Hospital Beds, Crutches, Trusses and 
Surgical Garments 


THE PRESCRIPTION SHOP 
45 East Broadway Phone 3-4701 
TUCSON 


D. F. Scheigert L. J. McKenna 


















ALpine 3-2148 
c 


N Crevuy’ a 


Central Ave. at McDowell 

















COLLINS DRUG STORE 
Prescriptions 
115 W. Van Buren Tolleson 


Telephone WEstport 6-3722 














FAIRMONT PHARMACY 
Telephone BRidge 5-1331 


3231 E. McDowell Rd. Phoenix 








THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 


424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 
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DRUGGIST DIRECTORY 











EUREKA DRUGS 
PRESCRIPTIONS 
“The Friendly Drug Store” 


R. L. Gibson, Prop. 


Phone 2-7153 Tucson, Arizona 





FELSHER PRESCRIPTION 
PHARMACY 
Sick Room Supplies — Vitamins 
650 N. First Avenue — Phone ALpine 3-2070 
Phoenix, Arizona 











MEDICAL SQUARE PHARMACY 


PRESCRIPTION SERVICE 
P. M. Corke Phone 5-3371 
1616 No. Tucson Blvd. — Tucson, Arizona 


THIS SPACE FOR SALE 
write to 


ARIZONA MEDICINE 


424 Heard Bldg. 
Phone 2-4884 


PHOENIX, ARIZONA 




















Open 8 A.M. to 11 P.M. Daily & Sunday 


Broadway Village Drug Store 
PHONE 5-2631 
Broadway at Country Club Road 
(Free Delivery) 


TUCSON ARIZONA 


NATIONAL PHARMACY 


Prescriptions 
Phone 2-9779 


340 Ajo Way 


Tucson, Arizona 








MONTE BLISS 
Frontier Village Drug Store 


“Your Reliable Neighborhood Prescription Pharmacy” 


1700 N. Maple Blvd. Phone 5-5252 
Tucsorm, Arizona 





THIS SPACE FOR SALE 
ARIZONA MEDICINE 


424 Heard Bldg. 


Phone ALpine 2-4884 
PHOENIX, ARIZONA 





SUNNYSLOPE PHARMACY 


‘Ralph’s’ 
REXALL DRUGS 
8946 N. 7th St. — Sunnyslope 
Telephone AMherst 6-8363 
Sunset Pharmacy — 1609 E. Indian School Rd. 








STONE AND 3RD PHARMACY 
749 N. Stone — Phone 3-6041 


ENCANTO PARK DRUG CO. 
3352 E. ae = roaaee 5-3102 





FLORES & SON 
(FARMACIA FLORES) 


“Your Nyal Service Drug Store” 
W. Congress and Meyer Sts. Phone 3-3362 


Tucson, Arizona 








MODERN RX PHARMACY 
TELEPHONE 20 


NOGALES ARIZONA 





THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 
ARIZONA MEDICINE 
424 Heard Bldg. 
PHOENIX, ARIZONA 





ENSMINGER PHARMACY 
RELIABLE PRESCRIPTIONS 


121 North Cortez 


Phone 188 Prescott, Arizona 














JOHNSON’S DRUG STORE 
PRESCRIPTIONS 


“Service you will like” 


Corner Speedway and Park Avenue 
Phone 2-8865 Tucson, Arizona 








PULLINS 
Prescriptions 
400 E. Glendale 
Phone YE 7-9848 
Glendale, Arizona 
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DRUGGISTS’ 


DIRECTORY 
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CAMPBELL DRUG CO. 
1007 N. 7th St. — Phone AL 3-1992 
Phoenix 
“See our separate Liquor Dept.” 








CAPITAL DRUG STORE 
“Prescriptions” 
1646 W. Jefferson 
Phone AL 4-1616 


Phoenix 


Where Your Doctor Speaks and Your Druggist Serves 


SIMON’S DRUGS 


Prescriptions @ Hospital Supplies e Sick Room 
Supplies e Pharmaceuticals @ Baby Needs 
Trusses e@ Crutches @ Abdominal Supports 
2829 W. Van Buren—Phones AL 3-8411 - AL 8-2106 
Phoenix, Arizona 


Ample Parking Space — City-wide Free Delivery 











TEMPE DRUG CO. 


A. J. Duncan, Prop. 
Prescriptions 
601 Mill Ave. WOodland 7-5533 


Tempe, Arizona 


EVERYBODY’S DRUG COMPANY 
Prescription Druggists 
Phones: WO 4-4587 — WO 4-4588 


Mesa, Arizona 














BEVERLY BURKE 


PRESCRIPTION DRUG STORES 


Medical Center 
1313 N. 2nd St. — Ph. ALpine 8-2706 
Van Buren at 4th St. — Ph. ALpine 4-5611 





Phoenix, Arizona 








LAIRD & DINES 


The REXALL Store 


Reliable Prescription Service 
WOodland 7-2922 Mill Ave. & 5th 


Tempe, Arizona 





MacALPINE 


DRUG CO. 


A complete line of... 
PHOTOGRAPHIC SUPPLIES 
COSMETICS 
LIQUOR AND 
PRESCRIPTION DEPT. 


Prompt FREE delivery 


2303 North 7th St., 
PHOENIX, ARIZONA 


phones: ALpine 4-2606 


or ALpine 2-1573 


KX THE REXALL STORE 

















PHOENIX’S 
NEWEST DRUG STORE 


Prescriptions - Sundries - Fountain 


DIERDORF PHARMACY 
2315 N. 24th Street — BRidge 5-5212 
(Food King Shopping Center) 
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DOCTORS’ DIRECTORY 
NN 





DOCTORS DIRECTORY ESTABLISHED 
1920 


ALpine 3-4189 
Emergency calls given special attention We will 
locate your doctor before or after office hours. 
BERTHA CASE, R. N., Director 
ADA JOY CASE 
1541 East Roosevelt 
Phoenix, Arizona 


DOCTORS CENTRAL DIRECTORY 


Minnie C. Benson, R.N., Manager 
For Emergencies or in Absence of Your Doctor 
CALL 5-1551 
At Your Service 24 Hours Daily. 


E. Hedrick Dr. Tucson, Arizona 








THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 


424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 


THIS SPACE FOR SALE 


FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 





MINERAL WE 


LLS DIRECTORY 





Guckhoru 


27 Private Baths — 8 Whirlpool Baths 
9 Massage Rooms 

2 Lounge Rooms 

10 Acres Beautiful Grounds 


Open 8 a.m. to 8 p.m. Daily 


Natural Hot Mineral Baths 
(7 mi. East on Apache Trail 
Phone WOodland 4-7316 — Mesa, Arizona 





DESERT BATHS 
Hot Mineral Water Baths 


Massage + Lodging 


7 Mi. East of Mesa, Arizona 


Route 2, Box 311 — Mesa 








AMBULANCE SERVICE DIRECTORY 


X-RAY COMPANY 








ARIZONA’S FINEST 
Charter 
And Ambulance Service 
Phone BRidge 5-5302 — Day or Night 


ARIZONA AIRMOTIVE 
Phoenix Sky Harbor 





GENERAL ELECTRIC CO. 
X-RAY DEPARTMENT 


FOR SALE 


Used G. E. 200 MA R&F Unit. 
Hand Tilt Table. Good Condition. 
General Electric Co. X-Ray Dept. 


Ask for M. A. Schroeder — ALpine 4-0181 








MEDICAL BOOKS 


NURSES’ DIRECTORY 








ROBERTA DAVEY HALL 
MEDICAL BOOKS 
Of All Publishers 


PROMPT HANDLING OF ALL ORDERS 
To order: Telephone AMherst 5-1062 
40 East Rose Lane 
Phoenix, Arizona 








DISTRICT NO. 1 
ARIZONA STATE NURSES ASS’N 


MRS. MARJORIE E. KASUN, R.N., 
Registrar 


Nurses’ Professional Registry 


711 East Monroe Phoenix Ph. ALpine 4-4151 
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PHYSICIANS’ DIRECTORY 
NEUROLOGY and PSYCHIATRY 











OTTO L. BENDHEIM, M.D. 
NEUROLOGY and PSYCHIATRY 


ROBERT L. BEAL, M.D. 


1515 North Ninth Street Practice Limited To Psychiatry and Neurology 
7 
ns, AA 753 E. McDowell Rd. — Phone ALpine 8-2241 
Certified by American Board of a 


Psychiatry and Neurology 





Plastic and Reconstructive Surgery 








THIS SPACE FOR SALE 











FOR INFORMATION AND RATES HOWARD C. LAWRENCE, M.D. 
wie to Diplomate of the 
ARIZONA MEDICINE American Board of Plastic Surgery 
424 Heard Bldg. 709 Professional Building 
Phone ALpine 2-4884 15 E. Monroe Street Phone ALpine 8-4101 
PHOENIX, ARIZONA Phoenix, Arizona 
NEUROLOGICAL SURGERY ANESTHESIOLOGY 
THIS SPACE FOR SALE LOUISE BEWERSDORF, M.D. 
FOR INFORMATION AND RATES F. A. = A. 
write to 
ANESTHESIOLOGY 


ARIZONA MEDICINE 


424 Heard Bld 208 West Glenrosa 
s earc dg. ; 
Phone ALpine 2-4884 Phone AMherst 5-4471 — ALpine 3-5101 


PHOENIX, ARIZONA Phoenix, Arizona 








UROLOGY 





THIS SPACE FOR SALE W. G. SHULTZ, M.D., F. A. C. S. 


FOR INFORMATION AND RATES Diplomate of The American 








write to Board of Urology 
ARIZONA MEDICINE E. R. UPDEGRAFF, M.D. 
424 Heard Bldg. 
Phone ALpine 2-4884 1010 N. Country Club Road 
PHOENIX, ARIZONA 
Telephone 5-2609 Tucson, Arizona 
PAUL L. SINGER, M.D., F. A. C. S. DONALD B. LEWIS, M.D. 
Certified American Board of UROLOGY 
UROLOGY Certified by the American Board of Urolegy 

1313 N. Second Street Phone ALpine 3-1739 123 So. Stone Ave. Phone 2-708] 


PHOENIX. ARIZONA Tucson. Arizona 
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PHYSICIANS’ DIRECTORY 














UROLOGY—(Cont'’d.) INTERNAL MEDICINE 
ROBERT H. CUMMINGS, M.D. J. REICHERT, M.D. 
Diplomate of the General Practice 
American Board of Urology CARDIO VASCULAR DISEASES 
808 Professional Building BLECTROCARDSOGRAPHY 
15 East Monroe Phone ALpine 4-3577 303 W. McDowell Rd. — Office Phone ALpine 4-7028 
Phoenix, Arizona Phoenix, Arizona 
THIS SPACE FOR SALE 
ROBERT S. FLINN, M.D. FOR INFORMATION AND RATES 


INTERNAL MEDICINE write to 
CARDIOLOGY and ELECTROCARDIOGRAPIHY 
nie ARIZONA MEDICINE 


1118 Professional Building 4 leant Ba 
. 2 earc ag. 
Phone Alpine 4-1078 Phone ALpine 2-4884 


Phoenix, Arizona PHOENIX, ARIZONA 








KENT H. THAYER, M.D. 





JESSE D. HAMER, M.D. F.A.C.P 
. fe Ge Pe INTERNAL MEDICINE 
Diplomate of the 
INTERNAL MEDICINE American Board of Internal Medicine 
CARDIOLOGY ROBERT H. STEVENS, M.D. 
Suit 910 Phoenix INTERNAL MEDICINE ALLERGY 
15 E. Monroe St. Arizona 1313 N. Second St. Phone ALpine 4-8841 


Phoenix, Arizona 








FRANK J. MILLOY, M.D. JOSEPH Gaae, M.D. 
Diplomate of 
F. A. C. P. American Board of Internal Medicine 
INTERNAL MEDICINE American Board of Gastroenterology 
611 Professional Building GASTROENTEROLOGY, GASTROSCOPY 
Phone ALpine 4-2171 800 North First Avenue Phone: ALpine 4-7245 


Phoenix, Arizona PHOENIX, ARIZONA 











ROBERT E. RIDER, M.D. DAVID M. MARCUS, M.D. 
INTERNAL MEDICINE INTERNAL MEDICINE 
ELECTROCARDIOGRAPHY 
1850 N. Laurel Avenue — Phone ALpine 4-7970 
Del Sol Hotel Bldg. Phone 3-3721 


Yuma, Arizona Phoenix, Arizona 
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ORTHOPEDIC SURGERY 








GEORGE L. DIXON, M.D. 


PHILIP G. DERICKSON, M.D. 
ORTHOPAEDIC SURGERY 


Diplomates of the American Board 
of Orthopaedic Surgery 


744 N. Country Club Road Telephone 5-1533 
TUCSON, ARIZONA 


GEO. A. WILLIAMSON, M.D., 
F.A.C.S. 


LEO L. TUVESON, M.D. 
ORTHOPAEDIC SURGERY 


800 North First Ave. Telephone ALpine 2-2375 
PHOENIX, ARIZONA 











ROBERT E. HASTINGS, M.D., 
F.A.C.S. 


Diplomate American Board of Orthopaedic 
Surgery 
ROBERT W. WEBER, M.D. 
ORTHOPAEDIC SURGERY 


1014 N. Country Club 
TUCSON, ARIZONA 


STANLEY S. TANZ, M.D., F.A.C.S, 
ORTHOPAEDIC SURGERY 

Diplcmate American Board of Orthopaedic Surgery 

2530 East Broadway Telephone 5-0114 

Tucson, Arizona 





HOSPITAL 





THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 


424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 


H. B. LEHMBERG, M.D. 
J. T. O’NEIL, M.D. 


Casa Grande Clinic Phone 4495 


Casa Grande, Arizona 





CHILDREN’S DISEASES 





WM. F. SCHOFFMAN, M.D. 
CECILIA H. SHEMBAB, M.D. 
JOHN R. KEEFREY, M.D. 
DOCTORS BUILDING 


316 W. McDowell Rd. — Telephone ALpine 4-7287 
Phoenix, Arizona 


THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 
ARIZONA MEDICINE 


424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 








CLINIC 





NELSON CLINIC 
D. E. NELSON, M.D. 
A. H. ERICKSON, M.D. 


503 Fifth Avenue 
SAFFORD, ARIZONA 











SUN VALLEY CLINIC 


84 North Macdonald 


MESA, ARIZONA 
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PROCTOLOGY 


ARIZONA MEDICINE 


DIRECTORY 
ALLERGY 





WALLACE M. MEYER, M.D. 
PROCTOLOGY 


903 Professional Bldg. 
Phone ALpine 2-2822 — ALpine 3-4189 
Phoenix, Arizona 


E. A. GATTERDAM, M.D. 
ALLERGY 


15 E. Monroe St., Professional Bldg. 
Office Hours: 11 A. M. to 5 P. M. 
Phoenix, Arizona 





MALIGNANT DISEASE 





THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 
424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 


JAMES M. OVENS, M. D. 
F.A.C.S. F.I.C.S. 


Diplomate American Board of Surgery 
Cancer and Allied Diseases 
608 Professional Bldg. Phone ALpine 4-1973 
Phoenix, Arizona 





XXXIII 





DERMATOLOGY 





GEORGE K. ROGERS, M.D. 
DERMATOLOGY 


Diplomate of American Board of 
Dermatology and Syphilology 
Phone ALpine 3-5264 
105 W. McDowell Road Phoenix, Arizona 


THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 


424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX. ARIZONA 





PATHOLOGICA 


LABORATORIES 








THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 
ARIZONA MEDICINE 


424 Heard Bldg. 
Phone ALpine 2-4884 


PHOENIX, ARIZONA 


Professional X-ray and Clinical 
Laboratory 


Successor To 
PATHOLOGICAL LABORATORY 
507 Professional Bldg. 

Phoenix, Arizona 
Phone ALpine 3-4105 
DRS. FOSTER, WATKINS and KENNEDY 














G. O. HARTMAN, M.D. 


PATHOLOGICAL LABORATORY 
20 E. Ochoa St. Phone: 3-4861 


TUCSON, ARIZONA 





MEDICAL CENTER X-RAY AND 
CLINICAL LABORATORY 
1313 N. Second St. 

Phoenix, 
Phone ALpine 8-3484 
DRS. FOSTER, WATKINS and KENNEDY 


Arizona 
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PHYSICIANS’ DIRECTORY 
EYE, EAR, NOSE and THROAT 








DUNCAN G. GRAHAM, M.D. 
EYE, EAR, NOSE and THROAT 
Certified by American Board of Otolaryngology 


114 West Pepper Street 


Mesa, Arizona 


BERNARD L. MELTON, M.D. 
F.A.C.S., F.1.C.S. 


EYE, EAR, NOSE AND THROAT 


Certified by American Board of Ophthalmology 
Certified by American Board of Otolaryngology 
Certified by International College of Surgeons 


605 Professional Bldg. Phone ALpine 3-8209 
PHOENIX, ARIZONA 








JOHN J. McLOONE, M.D. 


Diplomate American Board of Otolarynogology 


OTORHINOLARYNGOLOGY 
BRONCHOESOPHAGOLOGY 


3816 W. McDowell Rd. — Phone ALpine 2-1865 
Phoenix, Arizona 





JOHN S. MIKELL, M.D. 


OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 
2508 East Sixth Street Phone: 5-719] 
Tucson, Arizona 








SURGERY 








EDWARD L. KETTENBACH, M.D. 
F.A.C.S., F.LC.S. 
SURGERY 


Diplomate American Board of Surgery 
2324 North Tucson Blvd. Phone 5-2605 


Tucson, Arizona 


DELBERT L. SECRIST, M.D., 
F.A.C.S. 


123 South Stone Avenue 
Tucson, Arizona 


Office Phone 2-337] Home Phone 5-9433 














H. D. KETCHERSIDE, M.D. 
SURGERY and UROLOGY 


DONALD A. POLSON, M.D. 
GENERAL SURGERY 

Certified by the American Board of Surgery 
800 North First Avenue 


Phone ALpine 4-7245 
Phoenix, Arizona 





W. R. MANNING, M.D., F.A.C.S. 
SURGERY 


Diplomate American Board of Surgery 


620 North Country Club Road Phone 5-2687 


Tucson, Arizona 














THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 
424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 











THOMAS H. BATE, M.D. 
F.A.C.S., F.I.C.S.M.Sc. (Surgery) 


PRACTICE LIMITED TO SURGERY 
Diplomate American Board of Surgery 


15 E. Monroe — Office Phone ALpine 4-3326 
Phoenix, Arizona 











